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Introduction to the Portfolio
INTRODUCTION TO THE PORTFOLIO
This portfolio contains a selection of work completed during the PsychD in Clinical 
Psychology.
Volume I
This volume comprises of the academic dossier, containing five essays, the clinical 
dossier, containing summaries of the five formal clinical case' reports undertaken and 
summaries of clinical placements, and the research dossier, comprising of the service 
related project completed in year 1, the literature review completed in year 2 and the 
major research project completed in year 3. Within each section the work will be 
outlined in chronological order.
Volume II
This volume comprises of the five formal clinical case reports carried out on 
placement as well as other placement information including, placement contracts, log 
books and placement evaluation forms. Due to confidential nature of the material in 
volume II, it will be kept in the Psychology Department at the University of Surrey.
This portfolio aims to highlight the range of experience obtained whilst on the 
PsychD course and reflects the variety of clinical, academic and research 
competencies developed over the three years.
Academic Dossier
ACADEMIC DOSSIER
OVERVIEW
This section contains four essays completed on the core client 
groups studied during the first two years of training and one 
essay completed on a specialist topic of the trainee’s choice. 
These essays critically evaluate the theory and practice of a 
variety of psychological issues for individuals of all ages.
Academic Dossier
ADULT MENTAL HEALTH ESSAY
DECEMBER 1998
YEARl
DISCUSS THE ROLE OF COGNITIVE BEHAVIOUR THERAPY 
IN THE MANAGEMENT OF A PSYCHOTIC DISORDER
Adult Mental Health Essay
DISCUSS THE ROLE OF COGNITIVE BEHAVIOUR THERAPY IN THE 
MANAGEMENT OF A PSYCHOTIC DISORDER
INTRODUCTION
According to the forth edition of the Diagnostic and Statistical Manual of Psychiatric 
Disorders (DSM-IV), diagnostic classifications of psychotic disorders include 
schizophrenia, affective psychosis and delusional disorders and are characterised by the 
presence of a combination of varying symptoms. These can include presentation of 
positive symptoms (delusions and hallucinations), negative symptoms (withdrawal, 
amotivation) cognitive deficits, emotional disturbance and accompanying social 
disability (American Psychiatric Association: APA, 1994). The complexity of these 
disorders and the disabling nature of their presenting symptoms have resulted in a 
substantial interest in their management. Traditional theory has viewed psychosis as 
primarily determined by biological factors and therefore amenable only to medication 
(Bentall, 1994). However contemporary theory suggests that the apparent diversity of 
presenting symptoms may not lend support to a purely underlying biological cause. It 
is now largely accepted that psychotic disorders are a heterogeneous group of 
disorders that fall on a continuum with normality (Claridge, 1995, Crow, 1986, as cited 
by Fowler, Garety & Kuipers, 1995). Subsequently, there has been renewed emphasis 
on possible psychological and social influences in their formation (eg., Strauss & 
Carpenter, 1981, as cited by Fowler et al. 1995). Research has moved away flrom 
diagnostic classification to focus on possible factors involved in the formation of 
individual symptoms and theorists have begun to propose alternative or complimentary 
suggestion for treatment in line with this rational. A number of cognitive theories 
suggest an emphasis on the subjective experience of the individual in the maintenance 
of psychotic symptoms and hence their amenability to change (Fowler et al., 1995). 
Researchers have thus attempted to investigate the possible role of cognitive behaviour 
therapy (CBT) in the management of specific symptoms.
The aims of this essay will be to discuss the possible role of CBT in the management of 
a psychotic disorder as an adjunct to medication. An attempt wül be made to outline
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the theoretical rationale for the use of CBT in the management of psychotic symptoms 
and the clinical implications for treatment. The essay will further aim to draw from the 
literature in order to define whether there may be a role for CBT and to what extent 
that role may be within the management of each specific symptom. This approach has 
been chosen in conjunction with current theory implying an individual symptom 
approach. Possible implications for future treatment of psychotic disorders may also 
be discussed.
THEORY - THE RATIONAL FOR TREATMENT
In 1952, Beck described a patient with schizophrenia who showed some improvement 
following the use of simple CBT strategies (Kingdon & Turkington, 1998). 
Subsequently, he developed a number of effective strategies for the treatment of 
depression and other neurotic disorders (Hawton et al., 1995). However traditional 
biological theories have supported the use of neuroleptic medication that has been 
found to be effective for the reduction of positive symptoms (Remington & Adams, 
1994, as cited by Fowler et al., 1995). The apparent success of this approach has been 
further supported by the lack of efficacy found in the use of alternative psychological 
therapies such as the psychodynamic interventions reviewed by Mueser and 
Berenbaum (1990). However, a considerable number of patients have been found to 
continue to experience persistent delusions and hallucinations despite pharmacological 
intervention (Curson et al., 1985, Johnstone et al., 1991, as cited by Fowler et al., 
1995). Furthermore, adherence to medication has been found to be problematic 
(Birchwood & Preston, 1991). Therefore complimentary psychological strategies may 
provide the additional input necessary to more effectively manage psychosis.
There are currently a number of cognitive theories that suggest possible clinical 
implications for the use of CBT in the management of a psychotic disorder. 
Collectively they imply that although the occurrence of psychosis may be influenced by 
underlying biological deficits, the experience of psychotic symptoms may be affected 
by other factors including beliefs, cognitions, arousal, and affect. Consequently these 
may therefore be amenable to change via cognitive strategies. They seem to emphasis
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normality rather than abnormality in that these individuals are essentially rational 
people trying to make sense of unusual experiences (Bentall, 1996). This highlights a 
potentially important role for cognitive behaviour intervention in psychosis by 
introducing the concept of normalisation. This was originally introduced by Beck to 
help engage individuals for the treatment of neurotic disorders (Beck, 1979, as cited by 
Hawton et al., 1995) and therefore has the potential to be usefully applied within a 
psychotic context.
The two main areas of cognitive theory suggest the presence of normal reasoning 
biases (Chadwick & Lowe, 1990, Bentall, Haddock & Slade, 1994) and cognitive 
neuropsychological deficits (Frith, 1987, Hemsley, 1993, as cited by Fowler, 1995) in 
the formation of specific symptoms.
Bentall and his colleagues (1994) have focused their research on auditory 
hallucinations. They have proposed a multifactorial model of hallucinations, which 
involves an inability to attribute internal events to the self, mediated by the individual’s 
beliefs and knowledge. They have also suggested that misattribution of events may be 
positively correlated to the ambiguity of the external stimulus. A possible role of 
intervention would then be to focus on characteristics and meaning of hallucinations 
for the individual and to facilitate the reattribution of the voices to themselves. 
Investigations into content or meaning of particular hallucinations have identified two 
broad categories of voices, malevolent or benevolent (Chadwick & Birchwood, 1994). 
If the voices are benevolent and serve a positive function then the focus may need to 
be on the restructuring of thoughts and feelings attached to the voices to facilitate 
change.
The core cognitive theories regarding formation of delusions tend to reflect the general 
consensus that psychotic symptoms are essentially normal explanations of unusual 
experiences (Fowler et al., 1995). Further research has identified the presence of 
abnormal cognitive attributional biases which may be evident in response to personally 
threatening information (Bentall, 1994). In this way the individual is able to attribute 
negative events to others and positive events internally in order to maintain positive
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self-regard. Some theorists have suggested that delusional beliefs may be misattribution 
of normal bodily sensations and that the ability to adopt a more rational alternative to 
their explanation may facilitate a reduction in the belief, whilst others place an 
emphasis on social learning and life experience (Fowler et al., 1995). Furthermore, 
delusions have been found to differ in their content or meaning including the presence 
of persecutory and grandiose themes (Bentall, 1994). These imply that a number of 
different factors may be relevant in the formation of delusional beliefs and their 
content. However they also imply that generally such presentations may result from 
misattribution of events and may therefore respond to reattribution strategies via the 
modification of beliefs.
Symptoms of depression and anxiety have been found to be common clinical problems 
in individuals who experience psychotic symptoms (Fowler et al., 1995). From a 
theoretical perspective it seems unclear whether the presenting emotional disturbance 
is evident as a cause or a consequence of other psychotic symptoms. Some theorists 
argue that disturbance results from a perceived loss of valued role and sense of identity 
as well as feelings of entrapment following the experience of positive psychotic 
symptoms. These then lead them to draw negative appraisals of themselves, others and 
the world (Rooke & Birchwood, 1998). An alternative view for depression suggests 
that certain types of positive symptoms, in particular delusions, form as a defence 
mechanism. This may foUow the occurrence of negative life events that activate 
adverse discrepancies between the actual and real self and facilitate the need to protect 
the self image (Bentall, Kinderman & Kaney, 1994, as cited by Fowler, 1995). These 
theories suggest that different factors may be relevant to different individuals. 
Intervention may therefore focus on modification of any apparent dysfunctional 
assumptions specific to the individual. Other associated negative symptoms are thought 
to occur in conjunction with emotional disturbance (Birchwood & Preston, 1991).
The cognitive neuropsychological models proposed by Frith (1987, as cited by Fowler 
et al., 1995) and Hemsley (1993, as cited by Fowler et al., 1995) suggest that positive 
symptoms may be as a result of deficits in meta cognitive processes. These may
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provide a framework for underlying cognitive deficits found to be present in certain 
individuals with psychosis (Birchwood & Preston, 1991).
Cognitive models seem to focus on possible processes that underline specific psychotic 
symptoms and suggest a multifactorial approach to their presentation. They emphasise 
a potentially varied role in the assessment and treatment of a psychotic disorder based 
on the subjective meaning of the symptoms for that individual. They also imply that 
these individuals are essentially normal individuals. This pertains to the use of 
normalising strategies that may help to reduce any distress at the abnormality of the 
presenting symptoms and engage the individual. The collaborative nature of CBT 
emphasises an active and voluntary participation from the start of therapy (Beck, 1979, 
as cited by Hawton et al., 1989). If individuals can engage in talking about psychotic 
symptoms and their meaning then CBT may be a usefiil adjunct to medication.
TREATMENT STRATEGIES
Persistent residual positive symptoms of drug resistant psychosis
In recent years there has been a growing body of evidence investigating the role of 
CBT in the management of chronic positive symptoms that are often persistent and 
residual despite medication. There have been a number of studies in the form of case 
studies or small randomised trials, which suggest that forms of CBT may reduce the 
severity and frequency of hallucinations and delusions. In line with current theory, 
these have predominantly focused on manipulating the subjective meaning behind the 
symptoms.
Kingdon and Turkington (1991) adopted the use of a normalising rationale with 
patients diagnosed as schizophrenic with successftil outcome and was found to be able 
to reduce the general levels of distress experienced by a number of individuals. 
Haddock et al. (1996) carried out a small randomised trial comparing the effects of 
distraction or focusing. Focusing treatment involved gradual exposure to hallucinations 
and reattribution of voices to the self by providing alternative rational responses. Both
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methods seemed to show a reduction in frequency of hallucinations. Chadwick and 
Lowe (1990) found a positive outcome in the treatment of delusions using a 
combination of belief modification and reality testing. A fiirther study carried out by 
Chadwick, Lowe, Home and Higson (1994) replicated these findings and found that 
the use of reality testing alone did not provide a similar outcome.
The above studies suggest that some clients with a previous history of psychosis can 
engage in therapy and can discuss the subjective experiences of their symptoms. This 
seems crucial for the collaborative nature of cognitive behaviour intervention and 
emphasises that it may have a role. Furthermore, the above studies reflect a possible 
role in facilitating an overall improvement in symptomatology following the use of 
cognitive strategies such as reality testing, belief modification, finding alternatives and 
challenging the evidence. A small number of randomised controlled trials have recently 
taken place which have aimed to investigate the concept of cognitive behaviour 
therapy and psychosis further and to provide additional support.
Tarrier, Becket, Harwood, Baker, Yusupoff and Ugatebum (1993) investigated coping 
strategy enhancement versus problem solving in twenty seven individuals who 
continued to experience symptoms despite the use of neuroleptics. The former method 
focused on a systematic assessment of the individual’s own naturalistic coping 
strategies and facilitation of strategies to control symptoms and minimise distress. 
Both were found to significantly reduce anxiety and delusions although the results 
were less positive for auditory hallucinations and social functioning. Tarrier et al. 
(1993) have suggested that coping strategy enhancement may also be used in general 
terms as a strategy to reduce levels of distress.
Recent literature has predominantly focused on short-term intervention with no follow 
up and has seemingly lacked more comprehensive investigations into the relative 
effectiveness of cognitive behaviour strategies in the management of psychosis. As a 
result, it seems difficult to determine whether there is a distinct role or what the extent 
of the role may be in the control of psychotic symptoms. Haddock, Slade, Bentall, 
Reid and Faragher (1998) have attempted to investigate the long-term effects of
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distraction and focusing in the treatments of auditory hallucinations. Initial results 
showed a reduction in the frequency of hallucinations for both treatment groups 
although those in the focusing treatment displayed a stronger belief that the voices 
were their own. However at a two-year follow-up, the positive outcome had not been 
maintained. The variability in the factors that may promote the onset of voices has 
previously been discussed (Bentall et al., 1994). This highlights the possibility that the 
effectiveness of a strategy is dependent upon the relative factors underlying the 
presenting hallucinations and that different strategies may be required for different 
individuals.
A recent set of papers based on a controlled study have attempted to clarify some of 
the disputable issues within the literature (Kuipers, Garety, Fowler, Dunn, Bebbington, 
Freeman & Hadley, 1997; Garety, Fowler, Kuipers, Freeman, Dunn, Bebbington, 
Hadley & Jones, 1997; Kuipers, Fowler, Garety, Freeman, Dunn, Bebbington & 
Hadley, 1998). The investigation incorporated use of cognitive behaviour strategies 
based on individual assessment. It also included an additional focus on possible 
predictors of outcome as well as long term effects and cost effectiveness of treatment. 
The investigation is outlined below.
Sixty participants who presented with at least one positive psychotic symptom were 
included in the trial. Structured therapy was provided to the treatment group for nine 
months and consisted of individualised treatment sessions following assessment. 
Treatment sessions focused on a number of established difficulties in psychosis 
including the facilitation of coping strategies, engaging client and sharing formulation, 
modifying delusional beliefe and beliefr about hallucinations, modifying any 
dysfrmctional assumptions and managing social disability and relapse. The control 
group received routine case management and medication. At end of treatment there 
had been an overall improvement in symptom presentation in the treatment group 
compared to the control group although there had been no significant improvements in 
levels of depression. An eighteen month foUow-up suggested that the overall 
improvement in symptomatology had been maintained and that the program had been 
found to be cost effective. Further investigation into predictors of outcome suggested
10
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positive results were strongly linked to the presence of persistent delusions. Garety et 
al. (1998) argue that improvement in overall symptomatology may therefore be 
facilitated by specific effects on delusions rather than hallucinations. Their findings and 
the poor long term outcome observed from interventions with hallucinations (Haddock 
et al., 1998) suggests that further investigations into the specific role of cognitive 
behaviour therapy with the management of distinct residual positive symptoms may be 
warranted.
Emotional disturbance and negative symptoms
The main body of available research has seemingly focused on the possible role of 
cognitive behaviour therapy on hallucinations and delusions. It has been well 
documented that other disabling symptoms mclude depression and anxiety can often 
present in an individual with a psychotic disorder and may provide a further aim for 
treatment (Fowler et al., 1995).
It could be argued that depression, anxiety and the associated negative symptoms 
apparent in some individuals with a psychotic disorder may have an adverse effect on 
an individuals ability to participate in the treatment program. The collaborative nature 
of a cognitive behavioural approach emphases the importance of the active engagement 
and participation of the client (Beck, 1979, as cited by Hawton et al., 1989). This 
suggests that an important therapeutic role in the management of these symptoms may 
be to facilitate reduction in the level of presenting emotional disturbance. Researchers 
remain unclear whether emotional disturbance is a cause or a consequence of psychosis 
and previous investigations have highlighted the fixed presentation of these symptoms 
post treatment (Kuipers et al., 1997). Fowler et al. (1995) underlined the importance 
of recognising possible contributory factors to delusional beliefs or hallucinations 
during assessment or intervention. They argued that modification of any underlying 
dysfunctional assumptions should be based upon analysis of any emotionally pertinent 
themes apparent. Cognitive behaviour techniques may then be applied to modify 
dysfunctional patterns of thinking based on individual conceptualisation. However 
when this has become a focus of treatment, no significant change was evident (Kuipers
11
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et al., 1997). This may reflect the underlying confusion regarding the presentation of 
such symptoms as well as the need to establish more grounded theories.
Cognitive deficits
Cognitive deficits in information processing, thought organisation, attention, language 
and problem solving have been found to be evident in psychotic populations 
(Birchwood & Preston, 1991). These may then become an obstacle in the 
implementation of a collaborative approach to treatment where the level of functioning 
required cannot be met by the individual (Fowler et al., 1995). A focus of the recent 
literature has been the use of cognitive behaviour strategies directly on the presenting 
cognitive deficits.
One area that has gained some interest is the use of self-instructional training across all 
the cognitive modalities. This concept was introduced by Meichenbaum and Cameron 
(1973, as cited by Birchwood & Preston, 1991) and involved an attempt to teach self 
instruction in order to modulate cognitive thinking processes via modelling, shaping, 
reinforcement and rehearsal. In a 1987 study, Bentall and colleagues (as cited by 
Birchwood & Preston, 1991) found positive treatment effects across a variety of 
intellectual, memory, matching and card sorting tasks. However the effects were not 
found to generalise to other tasks. It has been suggested that the cognitive capacity of 
the individual may effect their ability to actively participate in therapy. An important 
role of cognitive behaviour therapy may therefore involve a detailed assessment of 
underlying constraints to therapy and possible introduction of a modified program of 
intervention. However it could be argued that the possible adverse effects of such 
concrete underlying deficits stül need renewed consideration if cognitive behaviour 
therapy is to have an established role in the management of a psychotic disorder.
Social functioning
Varying levels of social disability have been found to be common in individuals with 
chronic psychosis and current theory suggests that a number of different factors may
12
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contribute to their presence (Johnstone et al, 1991; Wing, 1983, as cited by Fowler et 
al., 1995). Evidence from the available literature indicates mixed outcomes. Direct 
attempts to consider the management of social disability from a cognitive behaviour 
perspective have predominantly focused on the use of social-skills training with some 
promising results (Birchwood et al., 1988, as cited by Birchwood & Preston, 1991). 
Later studies have found little evidence to support the generalisabüity of effect in the 
management of positive symptoms. Tarrier et al. (1993) found that treatment of 
positive symptoms through the facilitation of coping strategies had no effect on social 
functioning. Kuipers et al. (1997) incorporated direct cognitive strategies within their 
treatment regime that focused on issues of stigma and an emphasis on small changes to 
account for any social disability. However they found this had no impact on social 
functioning. Any presenting social disability may have a negative impact on treatment 
sessions therefore it should be taken into account to minimise effect.
Acute intervention
A large body of research has focused on the treatment of persistent residual symptoms. 
However a number of individuals have begun investigating the possible role of CBT 
intervention in the early stages of a psychotic disorder. It has been found that long 
periods of untreated psychosis are associated with resistance to treatment and an 
increased possibility of relapse (Lobule et al., 1992, as cited by Edwards, Maude, 
McGorry, Harrigan & Cocks, 1998) and that each relapse that occurs may increase the 
likelihood of future acute psychotic episodes (McGlashan, 1988, as cited by 
Birchwood, 1995). Acute psychosis has also been linked to distressing symptoms such 
as post-traumatic stress disorder, depression and suicide (McGlashan, 1994, as cited by 
Drury, Birchwood, Cochrane & Macmillian, 1996). Reducing the duration and severity 
of an acute phase may therefore have positive implications for friture development of 
the illness.
Drury and colleagues investigated the impact of a form of cognitive therapy in acute 
psychosis focusing on the reduction of positive psychotic symptoms (Drury, 
Birchwood, Cochrane, & Macmillan, 1996a) and recovery time (Drury et al., 1996b).
13
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The investigation compared the use of group and individual cognitive strategies with a 
control treatment involving recreation and support activities. The focus of the 
cognitive intervention was to challenge and test key beliefs as well as to facilitate 
integration of psychosis. This treatment rationale was based on previous investigations 
which suggested that the conviction of a belief to decline towards the end of an acute 
phase and that individuals may naturally employ mechanisms to test out delusional 
beliefs such as acting on the belief itself This provided their rationale for treatment 
with the aim of facilitating such strategies at an earlier stage. Intervention also focused 
on facilitating a set of positive attitudes about psychosis that has been positively linked 
to recovery (McGlashan & Levy, 1997, as cited by Drury et al., 1996a). The criteria 
for entry was the presence of symptoms such that a frinctional psychosis was indicated. 
Results suggested a greater decline in positive symptoms in the group receiving the 
cognitive therapy program. Other symptoms associated with acute psychosis including, 
dysphoria and insight also diminished which suggests some form of generalisation may 
be taking place.
The above study provides some evidence that there may be a direct role for early 
cognitive therapy in the reduction of positive symptoms and furthermore that there 
may be some generalised effect to other disabling symptoms. However it may be 
important to note that thirty percent of the original patients who met the criteria for 
inclusion did not engage in therapy and hence were not selected. The collaborative 
nature of cognitive behaviour therapy highlights the need for active engagement in 
treatment (Beck, 1979 as cited by Hav^ton et al., 1989). Therefore it could be argued 
that the extent of the role in early intervention might be modified to some degree by 
failure to engage some individuals when in acute stages of the illness.
Current research does not incorporate direct attempts to investigate the possible role 
of early intervention CBT in the management of associated symptoms other than 
delusions and hallucinations. Haddock, Morrison, Hopkins, Lewis and Tarrier (1998) 
review their investigation currently being undertaken into the effectiveness of CBT 
intervention for people who are within two years of onset and are in their first or 
second acute psychotic episode. This follows similar programs found to be successful
14
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with individuals vrith chronic psychotic disorders. As well as looking at positive 
symptoms it also looked at impact of intervention on negative symptoms and 
medication. This may provide additional information regarding the extent of the role in 
acute or early intervention.
Relapse prevention
Beck (1979, as cited by Hawton, 1989) emphasised the importance of providing the 
individual with strategies that may prevent friture relapse and this became incorporated 
into the role of cognitive behaviour therapy. An increased rate of relapse has been 
linked to the future development and maintenance of a psychotic illness (McGlashan, 
1988, as cited by Birchwood, 1995) and emphasises the need for effective relapse 
management. Although there seems to be a general consensus as to the possible 
benefits of relapse prevention techniques, little direct work seem to address these 
issues.
Birchwood (1995) has suggested an interesting new approach that has yet to be fully 
tested. Previous evidence suggests that individuals may spontaneously monitor their 
symptoms and experience subtle changes in mental functioning as a response to a 
decrease in their well-being (McCandless-Glincher et al., 1986, as cited by Birchwood,
1995). This introduces the concept of patterns of early symptoms that may also be 
apparent prior to relapse and potentially defined by the individuals themselves. 
Research into the monitoring of prodromal (early) symptoms suggests that they do 
exist prior to relapse (Herz & Melville, 1980, as cited by Birchwood, 1995). It has 
largely been established that dysphoria followed by early psychotic symptoms may 
exist as two distinct stages prior to relapse and that there is some variation in their 
presentation (Birchwood, 1995). Emphasis has therefore been placed on specific 
prodromal presentations and the presence of a relapse signature or set of symptoms for 
each individual.
Birchwood (1995) hypothesised that presentation of prodromal symptoms may result 
in catastrophic thoughts about relapse linked to external and internal misattributions
15
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and a loss of control. He suggested that one possible role for cognitive therapy may 
involve focus on education and monitoring of prodromes with the subsequent use of 
reattribution strategies previously found to have a part in management of delusional 
beliefs (Chadwich & Birchwood, 1994). The management of relapse and the possible 
identification of early warning signs have been found to gain substantial interest from 
those experiencing psychotic symptoms (Mueser, 1992, as cited by Birchwood, 1996). 
This suggests that individuals may more readüy engage in collaborative work to 
monitor and identify symptoms that would have a crucial role in implementation of 
such programs. However outcomes of cognitive behavioural intervention at this stage 
have yet to be completed in controlled studies (Haddock et al., 1998), and therefore 
efficacy of early intervention in this context can only be speculated upon.
METHODOLOGICAL ISSUES
The research to date introduces a number of methodological issues that may warrant 
comment. Although a number of studies have begun to look at possible implications of 
CBT in the management of a psychotic disorder, a general lack of consistency seems to 
exist in the approaches taken. These include the use of a variety of different treatment 
strategies, inclusion criteria and outcome measures following completion of the trial. 
There also seems to be a predominant focus on short-term intervention with little long­
term benefits implied. These issues have been highlighted by Wykes, Tarrier and 
Lewis (1998) and suggest a general difficulty comparing results and defining what 
outcome may result from what strategies. High client attrition rates observed and the 
subsequent small research populations often used also suggest a level of caution with 
generalising the findings. Other issues concern the complexities of psychotic disorders 
themselves. It has been identified that there may be some overlap in diagnosis of 
schizophrenia and affective disorders and fluctuation in symptom presentations are 
apparent (Fowler et al., 1995). Recent investigations have consequently focused on 
specific symptoms for inclusion criteria (Kuipers et al., 1997). However some of the 
earlier investigations relied on diagnostic classification as a means of identifying 
appropriate individuals for inclusion. This suggests that further caution may be 
necessary when establishing effects on symptoms. In a peer review of the Drury et al.
16
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study carried out in 1996 (Johnson, 1996) a number of these issues were introduced. 
A particular area of concern noted within the text was the lack of control for 
medication. One may therefore query whether positive outcome is due to treatment or 
medication. The apparent limitation within the literature seems to suggest that further 
investigations into possible role of CBT in the management of a psychotic disorder 
may be necessary to clarify these difficulties. More recent research has attempted to 
account for some of the methodological issues. Kuipers et al. (1997) carried out an 
investigation with specific symptom requirements, long term outcomes and an 
emphasis on possible predictors of outcome. However further comprehensive studies 
may allow for the development of a greater understanding.
CONCLUSION
Development of a number of cognitive theories seem to imply that CBT may have an 
active role in the management of specific psychotic symptoms. With the apparent 
limitations to neuroleptic treatments, this may potentially provide an important adjunct 
to medical intervention. The general emphasis seems to have focused on the facilitation 
of change in individual symptoms using a variety of different cognitive and behavioural 
strategies (eg., Kuipers et al., 1997; Drury et al., 1996). There is evidence to suggest 
that cognitive restructuring and belief modification strategies may reduce the distress 
and frequency of hallucinations and particularly delusions in both chronic and acute 
phases of the illness (Kuipers et al., 1997; Drury et al, 1996). There is also recent 
evidence to suggest that positive outcomes are maintained at follow-up and are cost 
effective (Garety et al, 1997; Kuipers et al., 1998). This seems to lend support for a 
role of CBT in the management of general distress and positive symptoms. However 
the available evidence and its apparent methodological limitations seems to imply a 
lack of clarity in the definition and extent of what the role may be. Furthermore, the 
efficient management of other presenting symptoms seem less well established 
(Birchwood & Preston, 1991; Kuipers et al, 1997; Tarrier et al, 1993) and variation 
in positive outcome vrith hallucinations has been observed (Haddock et al, 1998). 
This could be to some extent dependent upon the apparent diversity of possible 
contributory factors involved in symptom formation and may suggest more detailed
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account of underlying factors to be established with the individual. It may be that a 
more comprehensive CBT program modified for each client and based upon individual 
assessment and formulation may pertain to future developments in this area. Kuipers 
et al. (1997) have incorporated a comprehensive CBT treatment program based on 
individual assessment which seems to indicate positive outcomes. However 
interestingly, they also found evidence to suggest that predictors of outcome were 
largely linked specifically delusions, which seems to warrant further investigation. It 
could be argued that cognitive theory may not encompass the complexities of 
psychosis and may need to be used in conjunction with alternative approaches. One 
area currently under investigation is the possible effect of environmental fectors in the 
maintenance of psychotic symptoms and the subsequent use of family intervention 
(FaUon, 1988, as cited by Birchwood & Preston, 1991). This may then provide an 
important focus for future treatment of a psychotic disorder. However, in order to 
establish any future implications for the use of CBT in the management of a psychotic 
disorder, further research may be necessary to focus more explicitly on the potential 
role of this intervention.
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WHAT IS AN AUTISTIC SPECTRUM DISORDER (ASP) AND WHAT 
AETIOLOGICAL MODELS HAVE CONTRIBUTED TO OUR 
UNDERSTANDING OF AUTISM? TO WHAT EXTENT HAVE THESE 
MODELS GUIDED INTERVENTION PRACTICES?
INTRODUCTION
‘He wandered about smiling, making stereotyped movements with his fingers, crossing 
them about in the air. He shook his head firom side to side, whispering or humming the 
same three-note tune. He spun with great pleasure anything he could seize upon to 
spin... When taken into a room, he completely disregarded the people and instantly 
went for objects, preferably those that could be spun... He angrily shoved away the 
hand that was in his way or the foot that stepped on one of his blocks’ (Kanner, 1943; 
reprinted in Kanner 1973: 3-5, as cited by Happe, 1994).
The above extract describing the behaviour of a five year old boy was included in an 
article published by Leo Kanner in 1943 titled ‘Autistic Disturbance of Affective 
Contact’ (as cited by Wing, 1996). In this paper, Kanner described a discrete group of 
eleven children, who each displayed behaviours independent of those previously seen in 
other childhood disorders (Woff-Schein, 1996). This was termed ‘early infantile 
autism’ (Wing, 1996). Earlier writings including the famous account of the ‘Wild Boy 
of Aveyron’ in 1801 (as cited by Frith, 1989), suggest that autism is likely to have 
existed throughout history. However Kanner’s paper provided the cornerstone for 
recognising a syndrome which has subsequently become one of the most discussed 
developmental disorders within the literature (Dawson, 1989, as cited by Wolf-Schein,
1996). Autism is a disorder defined by behavioural impairments and as a result a 
substantial amount of research has focused on its diagnostic features (Volkmar & 
Lord, 1998). Current literature suggests that autism is generally viewed as a spectrum 
disorder (Wing, 1997). A number of theories have also been suggested to contribute to 
its possible cause (Gilberg, 1994). There is a substantial amount of evidence to suggest 
that autism has a biological basis although the exact nature of this is still unclear
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(Fisher, Van Dyke, Sears, Matzen & McBrien, 1999). A number of psychological 
theories have also been suggested to account for the complex array of behavioural 
features in autism (Ghlberg, 1993) not accounted for by a biological explanation. 
These seem to cover a variety of perspectives and include theories from psychoanalytic 
and leaming theory principles (GUlberg, 1993). However, it has been argued that the 
majority of these accounts do not adequately enhance our understanding of autistic 
phenomena (Gilberg, 1993). A recent focus for research has been the application of 
cognitive theories to account for the complex presentation of symptoms in autism with 
more promising results (Happe, 1994).
This essay will aim to provide an overview of the delineation of autistic spectrum 
disorders (ASD’s) and to describe, to date, the current perspective. Secondly, it will 
aim to discuss what aetiological models have contributed to our understanding of 
autism. Due to the constraints of the essay, the focus will be predominantly on the 
three prominent cognitive accounts that have provided a surge of interest in recent 
years. These are the models of theory of mind (Frith, 1989), executive function 
(Hughes, Russell & Robbins, 1994, as cited by Happe & Frith, 1994) and central 
coherence (Frith, 1989). The third section will aim to review the literature on 
intervention practices and critically evaluate the extent to which current interventions 
have been guided by these models. Possible implications for future research will also 
be discussed.
THE DEFINITION OF AN AUTISTIC SPECTRUM DISORDER
Kanner’s landmark paper highlighted a set of features which he believed to be 
characteristic of all the eleven children he saw and different to other psychiatric 
conditions. These features included; no language, delayed echolaha or failure to use 
speech in meaningfiil conversation, repetitious behaviours including a lack of 
imaginative play, extreme autistic aloneness or self isolation and an obsessive desire for 
the maintenance of sameness within their environment (Kanner, 1943, as cited by 
Woff-Schein, 1996). Kanner also noted that these individuals displayed specific 
intellectual abilities in using visuo-spatial skills or rote memory in contrast with
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learning difficulties in other areas, and concluded these individuals may have good 
intellectual potential (Wing, 1996). He suggested that the essential feature of autism 
was an inability to relate to others and placed this observation within a developmental 
context (Volkmar & Lord, 1998). This provided the foundation for subsequent 
research into the definition of autism (Happe, 1994). In 1994, Hans Asperger 
independently identified a syndrome defined by similar behavioural features in a group 
of adolescents. However, he also described features which specifically contrasted to 
Kanner’s children. These included inappropriate social approaches to others rather 
than self-isolation as well as more intact language skills. He also reported observations 
of poor motor co-ordination and a strange posture and gait. On the basis of these 
differences he suggested his syndrome was separate to that of Kanner’s (Happe, 1994). 
The writings of Asperger however did not make an impact into the literature until the 
1980’s (Frith, 1989).
The prominence of psychoanalytic theory impeded research for some years in this area 
(Bender, 1947, as cited by Volkmar & Lord, 1998). It was not until the 1960’s that 
the emphasis returned to autism as a disorder of development. In particular the 
observational work of Michael Rutter and his colleagues promoted more systematic 
definitions of autism. He proposed that there were four essential features in the 
diagnosis of autism. These were; age of onset prior to thirty months, impaired social 
development, impaired communication development and an insistence on sameness 
leading to characteristic repetitive and stereotyped behaviours (Rutter, 1978, as cited 
by Wing, 1996).
As a behaviourally defined disorder, the pattern of symptoms came under increasing 
scrutiny over subsequent years. A heightened appreciation of the heterogeneity of 
symptoms in the 1970s and early 1980s led to an increased interest in the boundaries of 
autism. This introduced the concept of a range of possible variations within the same 
handicap (Rutter, 1999).
Probably one of the most influential studies of this time was carried out by Wing and 
Gould in 1979. They conducted an epidemiological survey of aU special needs children
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living in the Camberwell area of south London. These were divided into groups on the 
basis of social behaviour, i.e. those with social impairments and those without. They 
highlighted apparent core social deficits in communication, social interaction and 
imagination that seemed to co-occur in the same individuals. This has subsequently 
been referred to as Wing’s triad of social impairments (Myhr, 1998). However they 
also noted that the core deficits did not always present as the classical features outlined 
by Kanner. Wing suggested that the core social deficits associated with autism lie on a 
continuum, and that each impairment could manifest in different ways and with varying 
severity between and within individuals. Furthermore they also emphasised that social 
impairments could occur with all levels of IQ but may vary with the intellectual 
disability (Wing & Gould, 1979). The investigation also prompted use of the term 
Asperger’s Syndrome to account for those individuals who seemed less severe (Wing 
1981, as cited by Happe, 1994). Kanner’s original description of autism was 
subsequently modified and the concept of a spectrum of disorders lying on the same 
continuum was introduced (Wing, 1989). Hence social interaction impairments 
described Kanner type self-isolation but broadened to encompass other behaviours 
including passivity and active but odd interactions. Likewise, the communication 
impairments reflected those individuals who were without language but also individuals 
who were echolalic only or fluent but showed unusual use of language (Wing, 1989).
The modem view of an autistic spectrum disorder is delineated by the presence of 
Wing’s triad of impairments as well as associated non-social behaviours including 
repetitive stereotyped behaviours (Happe, 1994). To date, the current definition of an 
autistic spectrum disorder remains profoundly influenced by Kanner’s original 
description (Volkmar & Lord, 1998). It also seems to encompass the variation found 
between and within individuals established by the concept of a continuum of social 
deficits by incorporating the presentation of varying degrees and manifestations of 
symptomatology (Wing, 1988, as cited by Happe, 1994). This is reflected in both the 
ICD-10 (WHO, 1992) and DSM-IV (American Psychiatric Association: APA, 1994) 
international classification systems. Autistic spectrum disorders are currently defined in 
the DSM-IV as Pervasive Developmental Disorders (PDD’s, APA, 1994). The DSM- 
IV classification system defines the criteria for a core autistic disorder that seems to
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reflect a range of syndrome features found through age and developmental level. For 
this, a child must meet a minimum of six criteria along three areas of impairments; 
reciprocal social interaction, communication and symbolic or social imaginative play 
and restricted, repetitive and stereotyped patterns of behaviour. At least two social 
impairment criteria must be present and by definition the disorder must have its onset 
before age three. It should also not be better accounted for by other developmental 
disorders such as Rett’s Disorder or Childhood Disintegrative Disorder (APA, 1994). 
However, it also distmguishes a number of autistic-like subgroups which present with 
similar behavioural features but which do not meet the criteria for autistic disorder 
alone. These include Pervasive Developmental Disorder -  Not Otherwise Specified 
(PDD-NOS), sometimes referred to as atypical autism, Asperger’s Disorder, 
Childhood Disintegrative Disorder and Rett’s Disorder which differ to autism in a 
variety of ways (APA, 1994). PDD-NOS, is used to encompass individuals who 
demonstrate impairments m the triad of domains but who do not meet the criteria for 
any of the other formally defined disorders in the autistic spectrum (APA, 1994). The 
descriptions of Asperger’s Disorder and Childhood Disintegrative Disorder stipulate 
that similarities exist in behavioural features to autism but that these differ in patterns 
across time or with presentation of accompanying features.
There has been some debate over the inclusion of sub categories within the autistic 
spectrum. It has been argued that there is little to support the notion of a discrete 
clinical group with well-defined boundaries (Myhr, 1998). In particular, Aspergers 
disorder has continued to promote much debate as to whether it can be viewed as a 
discrete syndrome in it own right or whether it remains synonymous with high- 
functioning autism (Klin et al., 1995, Schopler, 1985, as cited by Volkmar & Lord,
1998). Retts syndrome, observed only in girls, has some overlap with the core 
impairments of autism but is identifiable by other specific medical conditions. It is 
therefore generally accepted that an autistic spectrum disorder refers to a 
developmental disorder which is defined behaviourally as impairments in social 
reprocity and communication together with restricted and repetitive behaviours or 
interests which can manifest in a variety of ways (Wing, 1997). From a diagnostic 
perspective there is still some confusion as to what constitutes a subgroup within the
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autistic spectrum (Myhr, 1998). This seems to be primarily due to a lack of weU- 
defined boundaries between autism and these disorders or lack of explicit criteria for 
those other than autistic disorder itself. However, clarification of the concept of a 
spectrum of autistic disorders based on the triad of impairments has provided an 
important starting point for research into the underlying cause.
AETIOLOGICAL MODELS OF AUTISM
To date a substantial amount of research has focused on the possible aetiologies of 
autism with the aim of enhancing our understanding of such a complex disorder 
(Happe, 1994). From the vast amount of available literature, it has been proposed that 
there are three levels of explanation within models of autism. These are the biological, 
the cognitive and the behavioural, each level providing different input into our 
understanding of autism (Happe, 1994). It has been suggested that to understand the 
complexities of autism, causal links must be made between information at each level to 
form a comprehensive model (Morton & Frith, 1995, as cited by Happe, 1994).
There is currently considerable support for a biological basis to autism grounded in 
genetic, anatomical, and neurophysiological studies (Happe & Frith, 1996). Current 
evidence supports a genetic base to autism (Fisher et al., 1999) as well as suggesting 
possible immature development in the cerebellum although no causal role is yet known 
(CourchesnC, 1995, as cited by Fisher et al., 1999). Raised levels of serotonin thought 
to effect mood, behaviour and neural developmental have also been foxmd in about one 
third of the autistic population (Cook, 1990, as cited by Fisher et al., 1999). These 
findings have deflected the emphasis fi*om earlier psychogenic theories and accounts 
focusing on dysfunctional parenting, such as the ‘refidgerator mother’ theory 
(Bettelheim, 1967, as cited by, Rutter, 1999). They have since been replaced with the 
concept of a core biological deflcit model facilitating some understanding at the 
biological level of explanation. The suggested role of cognitive theory is to bridge the 
gap between brain abnormality and behaviour in order to provide us with a more 
comprehensive framework of autism (Happe, 1994).
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There have been a number of cognitive theories proposed to explain the social deficits 
found in autism. For example, it has been suggested that children with autism lack 
interpersonal relatedness which manifests in an underlying difficulty in appreciating 
emotions (Hobson, 1993, as cited by Rutter, 1999). However to date, there have been 
three major cognitive theories that have attracted growing interest within the autism 
literature. These are the impaired theory of mind account, executive function deficits 
and lack of central coherence (Happe & Frith, 1996). It has been argued that these 
theories have been important m comprising models that can provide causal links to the 
complex behavioural pattern found in autism (Happe, 1994).
Theory of mind
The term theory of mind was first introduced by Premack and Woodruff in 1978 (as 
cited by Baron-Cohen & Swettenham, 1997). This described an individual’s intuitive 
understanding that people have beliefs, desires, knowledge and intentions about the 
world and their subsequent ability to attribute these mental states to themselves and 
others in order to determine behaviour. In 1983, Wimmer and Pemer (as cited by Frith, 
1996) devised a test, termed the False Belief Test, to investigate a normal chfid’s 
understanding of mental states. This involved a short story where inferences would 
need to be drawn about an individual’s mistaken belief about something. Normal four 
year olds were able to provide a correct response and this ability has subsequently been 
termed ‘mentalising’ (Frith, 1996).
The concept of a theory of mind deficit m autistic children was first introduced by Alan 
Leslie (1987, as cited by Frith, 1996). He proposed that a specific cognitive 
mechanism was responsible for the ability to engage in pretend play. This involved 
differentiating between real, (physical) using primary representations and pretend 
(mental) events via the use of meta-representations. Following observations that 
autistic children displayed poor pretend play (Wing & Gould, 1979) it was 
hypothesised that they may lack this mechanism. Baron-Cohen, Leslie and Frith (1985) 
applied the false belief task to a group of twenty autistic children with ages in excess of 
four compared to normal four-year olds and children with Down syndrome. They
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found that eighty percent of autistic children failed the test. Eighty six percent of 
children with Down syndrome and aU normal controls were found to pass. A number 
of studies have subsequently supported this finding using modified versions of false 
belief tests of varying complexities (Baron-Cohen, Tager-Flusberg & Cohen, 1993; 
Swettenham, 1996, as cited by Baron-Cohen & Swettenham, 1997).
Frith, subsequently proposed a causal model of autism based on the theory of mind 
account (Frith, 1992, as cited by Happe, 1994). This suggested that individuals with 
autism have a core cognitive deficit in mentalising stemming from some underlying 
brain abnormality (Frith, 1992, as cited by Happe, 1994). Such a deficit may then 
account for the triad of impairments in communication, socialisation and imagination 
found to systematically occur in individuals with autism (Wing, 1989). Applications of 
this model include suggestions that impaired social relationships may represent a failure 
to see individuals as having independent minds or to being unable to understand 
complex emotions or thoughts (Happe & Frith, 1996). The impairment in 
communication and language acquisition has been thought to represent an inability to 
understand the intention to communicate information (Happe, 1993, as cited by Happe 
& Frith, 1996). The deficit in imagination previously outlined has already been 
suggested to reflect a failure to differentiate between real and pretend states (Leslie, 
1979, as cited by Happe, 1994).
The theory of niind account has seemingly provided important developments in our 
understanding of the core triad of impairments. It has also provided important 
developments in our ability to understand the perspective of the autistic child (Baron- 
Cohen & Swettenham, 1997). A recent study has focused on extending this account 
by comparing autistic children with non autistic three year old children who fail 
standard false belief tests (Surian & Leslie, 1999). Their results suggested that that the 
two groups may have failed for different reasons and may provide further evidence to 
suggest a fundamental underlying impairment in autism.
There are a number of theories that suggest that precursors to the development of 
theory of mind may exist (Rutter, 1999). These stem predominantly firom observations
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that individuals with autism seem to present with a number of social deficits prior to 
the onset of theory of mind deficits. These include interpersonal relatedness, joint 
attention and imitation (Happe & Frith, 1996). These may further enhance our 
understanding of the development and presentation of the disorder, however, as yet no 
causal finks to theory of mind have been found (Rutter, 1999).
A number of limitations to the theory of mind deficit model have been cited within the 
literature. A small number of individuals with autism have passed critical false belief 
tasks (Happe, 1995, as cited by Happe & Frith, 1996). However evidence does suggest 
these individuals were older with relatively high verbal IQ’s (Bowler, 1992, Happe, 
1993, as cited by Frith, 1996) and as yet no autistic child has been found to pass the 
false belief test at the correct age of development (Frith, 1996). It has been argued that 
this account cannot explain other non-social features of autism such as repetitive 
behaviour, restrictive interests and uneven IQ profiles. Results firom a recent 
investigation highlighted that the degree of repetitive behaviour was not related to 
theory of mind ability or IQ (Turner, 1996, as cited by Rutter, 1999) and supports the 
need for an independent explanation to account for these features.
Executive function
The second major cognitive theory of autism that has aroused growing interest is the 
concept of executive function deficits. This has been proposed as a possible 
explanation for the repetitive behaviours seen in autistic individuals not accounted for 
by the theory of mind model (Happe & Frith, 1996). Executive function refers to 
higher cognitive abilities such as planning, impulse control, monitoring performance, 
problem solving and shifting attentional set (Duncan, 1995, as cited by Happe & Frith, 
1996). Patients with firontal lobe damage who have shown restricted, repetitive and 
stereotyped behaviour have been found to fail on a number of tasks designed to test 
executive functioning (Shallace, 1988, as cited by Baron-Cohen & Swettenham, 1997). 
A number of researchers subsequently applied a range of executive tasks to individuals 
diagnosed with autism and found they failed on such tasks (Hughes, Russell & 
Robbins, 1994, Prior & HofBnan 1990, as cited by Baron-Cohen & Swettenham,
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1996). Individuals with autism were also found to show substantial impairments when 
compared with handicapped controls matched for mental age (Pennington & Ozonoff, 
1996, as cited by Happe & Frith, 1996). The available evidence suggests that an 
executive deficit exists in autism and furthermore provides some indication of fi*ontal 
pathology (Rutter, 1999). Some researchers have argued that failure on theory of mind 
tasks may therefore represent a core executive deficit rather than a lack of ability to 
mentalise. In particular, there is a specific suggestion that failure on theory of mind 
tests may be as a result of an inability to disengage firom the object (Hughes & Russell, 
1993, as cited by Baron-Cohen & Swettenham, 1996). Others have indicated that the 
executive fimction deficit may be the primary deficit of autism, the characteristic 
mentalising difficulties seen as more of a secondary problem (Oznoff et al., 1991, as 
cited by Happe & Frith, 1996).
Executive function deficits have been found in variety of populations and are therefore 
not specific to autism (Baron-Cohen & Swettenham, 1996). Although evidence to date 
suggests that individuals have difficulties with executive tasks, it has not been 
established whether there is a deficit more specifically associated with autism (Rutter, 
1999). Therefore possible causal links between executive function and repetitive 
behaviours in autism remain unclear (Rutter, 1999). It has also been highlighted that an 
executive function deficit model does not fully account for the uneven IQ profiles often 
found in individuals with autism (Happe & Frith, 1996). Further research therefore 
seems necessary to clarify how this model of autism may further contribute to our 
understanding of the disorder.
Central coherence
A more recent theory which has aimed to address issues not accounted for by the 
theory of mind and executive deficit accounts is the theory of weak central coherence 
(Frith, 1989). The term central coherence has been used to define the normal drive to 
integrate information within a context to construct higher levels of meaning (Frith, 
1989). The concept of a weak central coherence in autism originated fi*om 
observations that children with autism showed superior ability on the Embedded
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Figures test than normal and learning disabled controls matched for age and mental age 
(Shah & Frith 1983, as cited by Happe, 1994). It was proposed that individuals with 
autism make less use of contextual information paying preferential attention to parts 
rather than the whole picture (Frith, 1989). Unlike the other cognitive theories, this 
concept does not present a deficit account but aims to provide an explanation for the 
characteristic differences in specific abilities found in IQ testing on autistic individuals 
including the islets of ability (Frith, 1996). For example, the superior performance on 
block design tests observed in autistic children may result firom their tendency to 
segment the original design (Frith, 1993, as cited by Frith, 1996). Subjects have also 
been found more able to judge visual illusions, which may also fit with their tendency 
to segment designs. Furthermore they have been found to be less able to use context in 
reading such that homophones are mispronounced (Happe, 1996, as cited by Baron- 
Cohen & Swettenham, 1997). This may then lead to difficulties with some verbal tasks. 
It has therefore been suggested that weak central coherence can promote the strengths 
as well as the weaknesses reflected by the characteristic spiky IQ (Happe & Frith, 
1996).
It has been argued that the notion of weak central coherence may be an additional but 
independent feature of autism (Happe & Frith, 1996). This has been based on the 
observation that individuals with a mixture of theory of mind abilities, still fail to use 
sentence context in homograph pronunciation which seems to infer different working 
mechanisms involved with the two concepts (Happe, 1996, as cited by Baron-Cohen & 
Swettenham, 1997). Current theory therefore supports the notion that central 
coherence may work in conjunction with theory of mind (Happe & Frith, 1996). In 
this context, a mentalising impairment may be viewed as a single cognitive deficit 
linked to brain abnormality. In comparison, weak central coherence may be an 
additional form of cognitive style (Happe & Frith, 1996).
However, as with other cognitive accounts there are some limitations. There is some 
evidence to suggest that individuals perform at the expected level in certain tasks that 
would seem to involve integration of contextual information (Scott & Baron-Cohen, 
1996, as cited by Baron-Cohen & Swettenham, 1997). It has therefore been argued
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that individuals with autism may use contextual information but not to the full capacity 
(Baron-Cohen & Swettenham, 1997). The notion of weak central coherence has yet to 
be fully examined (Rutter, 1999). This suggests that future research needs to be 
systematic in exploring the value of this concept before further understanding can be 
facilitated.
The above cognitive models seem to provide at least some account for the complex 
behavioural presentation in autism. According to the three levels of explanation they 
have contributed to our understanding of autism by attempting to bridge the gap 
between biological models and behavioural features (Happe, 1994). However, 
evidence to date suggests that they cannot provide us with a comprehensive picture. 
Each account may work in conjunction with another but as yet this remains unclear 
(Happe, 1994). Furthermore, there are limitations to each theory that need to be taken 
into consideration (Rutter, 1999). As yet possible links to specific brain abnormalities 
have not been made (Fisher et al., 1999). Confiision m this area may be further 
mamtaiaed by an incomplete biological account (Happe & Frith, 1996). In particular, it 
remains difficult to determine whether biological factors are specific to autism or may 
be found in other developmental disorders. This seems primarily due to the 
methodological flaws within the literature (Rutter, 1999). At this stage, further 
research seems necessary to provide a more comprehensive understanding of autism at 
the aetiological level. This may have important implications for intervention practices 
that win subsequently be discussed.
INTERVENTION - The extent to which theory has guided practice
There are currently a wide variety of interventions available for the treatment of autism 
(Howlin, 1999). These seem to be guided to some degree by current aetiological 
thinking at both a biological and cognitive level.
Enhanced theoretical knowledge at the biological level has predominantly reflected 
intervention approaches away fi*om early psychogenic methods where changing the 
behaviour of the parent, or facilitating a bond between mother and child was the
34
People with Learning Disabilities Essay
intervention of choice (Wolf-Schein, 1996). It has facilitated a move towards 
alternative approaches to treatment and can therefore be seen to have guided 
intervention (Wolf-Schein, 1996). Biological theories have also had a direct impact on 
informing the use of medication. Pharmacological treatments have largely focused on 
the use of drugs that have been found to reduce seretonin levels possibly implicated in 
certain behavioural manifestations (Fisher et al., 1999). Fenfluramine, has been 
commonly used in this capacity (Aman & Kern, 1989, Campbell, 1988, as cited by 
Rutter, 1999) and more recently specific serotonin uptake inhibitors such as fluoxetine 
and fluvoxamine (Lewis, 1996, as cited by Howlin, 1998). However, the use of drug 
therapy has only been found to have moderate effects in the reduction of behaviour 
difficulties (Rutter, 1999), and evaluation of outcome has been limited by infrequent 
studies without the use of controls (Cambell et al., 1996, as cited by Howlin, 1999).
As a direct consequence of the theory of mind deflcit model, recent approaches to 
treatment of social deficits in autism have focused on developing techniques that may 
enhance an autistic child’s ability to pass standard tasks of false-belief attribution 
(Howlin, 1999). It has been suggested that facilitating this capacity may then aid the 
acquisition of theory of mind more generally (McGregor, Whiten & Blackburn, 1998).
As yet this concept has not been fully explored, however initial findings suggest that 
children do show improvements in ability on false-belief tasks following a variety of 
teaching methods (Swettenham, 1995; Oznoff & Miller, 1995, as cited by Howlin, 
1999). These have included repetition, explanation and correction, prompting and 
modeUing. To date, the difficulties seem to lie in facilitating generalisation to real 
contexts. Furthermore, it has been argued that investigations lack a sound 
methodological base (McGregor et al., 1998). A recent study using a matched sample 
of three year olds, aimed to control for a number of earlier limitations and provide 
additional teaching on transfer between texts with the aim of increasing generalisation 
(McGregor et al, 1998). Although both groups were found to pass false-belief tests 
and show some generalisation, this was limited to the individual’s false belief in the 
autistic participants. However this remains a relatively new concept and further 
research may provide enhanced scope for intervention practices.
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There have also been findings to suggest that early intervention may have a more 
effective impact on outcome for autistic individuals (Rogers, 1996, as cited by Rutter, 
1999). It could be argued that the concept of possible precursors to the theory of 
mind deficit reflected in earlier social deficits such as imitation, pretence and joint 
attention (Happe & Frith, 1996), may have an important role in guiding early 
identification of autism and subsequent earlier treatment in the future.
To date, the most effective interventions have been found to involve structured 
developmentally orientated educational and behavioural programmes (Rutter, 1999). 
Results suggest these can develop work-related skills and reduce inappropriate 
behaviours in an educational setting (Rutter & Bartak, 1973). A range of programmes 
have specifically focused on generalising these improvements to home environments. 
One well established comprehensive educational programme is the TEACCH 
programme (Schopler, Mesiboy & Hearsey, 1995, as cited by Howlin, 1998). This 
originated fi*om psycholinguistic theory that suggested visual information may be easier 
to process than verbal information (Schopler, 1966, as cited by Rutter, 1999). It 
incorporates the use of visual cues to provide structured teaching for the individual to 
enable facilitation of learning and understanding within their own environment. Parents 
are used as co-therapists to aid consistency in the home environment and improve 
subsequent generalisation (Schopler et al., 1995, as cited by Howlin, 1998).
A similar approach has been developed by Howlin and colleagues who proposed a 
home-based treatment programme (Howlin et al., 1973, Howlin & Rutter, 1987, as 
cited by Rutter, 1999). This involves undertaking a functional analysis of the 
individual’s behaviour with the parent to determine why their behaviour may occur. 
Parents are provided with information concermng how to consistently manage the 
behaviours in conjunction with sessions using specific strategies to enhance social and 
communication skills. Long-term gains in reducing behaviour problems and enhancing 
social fimctioning have been found and has since been consolidated by further research 
(Howlin, 1998).
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The philosophy of the above programmes is to provide input for the autistic child that 
enhances their existing skills (Howlin, 1999), often based on the use of behavioural 
techniques to reduce difficult behaviours and facilitate learning. To date, the most 
effective interventions have been symptom led and have also been found to be effective 
with other children with moderate and severe disabilities (Eves & Awadh, 1998). In 
this context, it could be argued that the most widely used interventions for autism do 
not seem to reflect a direct theoretical underpinning firom currently influential theories. 
However, autism is essentially a behaviourally defined disorder. Recently, based on the 
three levels of explanation of autism, it has been highlighted that scope for change at 
the biological or cognitive level is small as these are essentially neurobiological deficits 
and will not extensively change (Happe, 1994). Intervention at the behavioural level is 
therefore the most appropriate as behaviour, to some extent, can be manipulated 
(Happe, 1994). As in any disorder, it is likely that problem behaviours in autism may 
well be modified via the use of learning principles (Emerson, 1995, as cited by Howlin,
1998). From this perspective, it has been argued that an understanding at the 
aetiological level essentially provides an informed means to guide the way in which 
treatment is undertaken (Howlin, 1999).
Current programmes focus on underlying causes of behaviour and are dependent upon 
a full assessment of the autistic child’s specific patterns of skills and abilities. In 
particular they focus on the triad of impairments inherent in autistic individuals (Rutter,
1999). A more comprehensive understanding of the aetiology behind the triad of 
impairments as well as other presenting behaviours could be used to construct more 
appropriate teaching methods that take account of the specific difficulties of the 
autistic child and can therefore be made more meaningful to them. To date, evidence of 
more refined approaches to treatment that take account of the individual’s needs and 
abilities, suggest that aetiological understanding may have informed intervention 
practices at this level (Howlin, 1998). Theoretical understanding has also been used to 
advise and educate parents and professionals, providing them with a better 
understanding from the perspective of the autistic child as well as strategies to manage 
the complex array of presenting behavioural features in the individuals (Wolf-Schein, 
1996). In this context, it can be argued that aetiological models have guided
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intervention practices to the extent that current knowledge permits. A more 
comprehensive understanding of the causes may therefore provide further scope for 
treatment in the future.
CONCLUSION
Autism has becoihe one of the most widely researched developmental disorders in the 
literature and yet remains one of the most difficult to understand (Wolf-Schein, 1996). 
To date, it is marked by complex and changeable behavioural features, multiple 
aetiologies and varying interventions (Rutter, 1999). It has been proposed that autism 
can be usefully viewed as having biological, cognitive and behavioural levels of 
explanations (Happe, 1994). A comprehensive account of autism may then incorporate 
understanding at each stage supplemented by established causal links between the 
levels themselves (Morton & Frith, 1995, as cited by Happe, 1994). As a disorder 
defined by behavioural features, research at the behavioural level has focused on 
refining and clarifying the concept of autism. Current opinion favours autism as a 
spectrum disorder, with the triad of impairments in socialisation, communication and 
imagination forming the basis for diagnosis in current classification systems (APA, 
1994). This has provided important contributions to our understanding of autism 
although some debate continues regarding diagnosis of sub-groups within the spectrum 
who present with more atypical manifestations of the disorder (Schopler, 1985, as 
cited by Volkmar & Lord, 1998). A substantial amount of research has also been 
undertaken to try and establish underlying causes of autism and a number of 
aetiological models have since contributed to our understanding of this disorder. At 
the biological level of explanation, there is strong evidence for a biological basis to this 
disorder (Fisher et al., 1999). What remains to be understood is the exact nature of this 
deficit in autistic individuals. This seems primarily due to the lack of systematic, 
methodologically sound research (Rutter, 1999). Research at the cognitive level has 
provided some important contributions to our understanding of the presenting features 
of autism. In particular, the theory of mind deficit account has provided valuable 
insight into the possible mechanism behind the triad of impairments characteristic in 
autistic individuals as well as enabling some understanding of their unique perceptions
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(Frith & Happe, 1994). Furthermore they have played a fundamental role in 
facilitating possible links between brain and behaviour. However, limitations to our 
understanding of the theory of mind and other cognitive accounts and a failure to 
understand the pathway between biological and cognitive deficits highlights the 
incomplete picture of autism that remains (Rutter, 1999). To date, the most effective 
interventions have been found to involve structured developmentally orientated 
educational and behavioural programmes (Howlin, 1999). Theory has to some extent 
guided intervention practices by facilitating appropriate planning of intervention 
strategies (Howlin, 1999) and providing an educational tool for parents and 
professionals. It has further informed some pharmacological treatments (Rutter, 1999), 
and facilitated new research into possible training at the level of cognitive deficit 
(McGregor et al., 1998). However the extent to which theory can be used to guide 
intervention may be currently limited by the existing incomplete knowledge base. The 
implications for future research seem to suggest more systematic investigations into the 
aetiologies of autism to try and provide a more comprehensive account. This may then 
enhance the scope for fiiture treatment development based on a more comprehensive 
understanding of underlying causes.
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WHAT THEORIES HAVE BEEN ADVANCED TO EXPLAIN CHILDHOOD 
PHOBIAS? CONSH)ER THEHl STRENGTHS AND LIMITATIONS AND 
THE EVIDENCE BASE THAT WOULD SUPPORT THEIR USE IN
CLINICAL PRACTICE.
INTRODUCTION
It has been well documented that children experience many,fears over the course of 
their normal development (King, Hamilton & Ollendick, 1988, Morris & Kratochwill, 
1983, as cited by King, Eleonora & Ollendick, 1998). These usually occur for a short 
period of time and naturally dissipate. However for some this fear persists and 
becomes sufiBciently problematic to need clinical intervention. These fears are referred 
to as ‘clinical fears’ or ‘phobias’ (King et al., 1998). According to the Diagnostic and 
Statistical Manual of Mental Disorders (forth edition) (DSM-IV, American Psychiatric 
Association: APA, 1994) specific phobia is categorised by a number of criteria. These 
include, a persistent fear which is excessive or irrational when faced with an object, 
event or situation, exposure to the phobic stimulus almost invariably provokes an 
anxiety response, the fear is recognised as unreasonable and is excessive to a degree 
that it interferes with daily fimctioning (APA, 1994). Although no separate criteria are 
listed for children, DSM-IV stipulates that children may not recognise their fears as 
excessive and that the duration must be at least six months in individuals under 
eighteen. Specific phobia is subdivided into fears associated with animals, the natural 
environment, situations and injury. In DSM-IV specific phobias are distinguished from 
social phobia where the principle fear is one of embarrassment or humiliation.
Following the Tripartite model proposed by Lang (1968, 1977, as cited by King et al.,
1998) phobias can be conceptualised in terms of three response systems; cognitive, 
physiological and overt behavioural. However within this framework they have been 
found to form a heterogeneous class of disorders (Silverman & Rabian, 1994). For 
example, some phobias are more prevalent than others are and onset of different types 
has been found to vary (Ost, 1987, as cited by Merckelbach, de Jong, Muris & van den 
Hout, 1996). Recent epidemiological studies reviewing childhood phobias suggest that
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the prevalence rate for specific phobias may be between two and nine percent 
(Anderson, 1994). Furthermore the natural course of a phobia tends to be chronic with 
only a few remitting completely without any intervention (Wittchen, 1988, as cited by 
Merckelbach et al., 1996). This highlights the need for a better understanding of the 
aetiology of the disorder and the possible treatment implications. It is generally agreed 
that a number of factors are likely to be involved in the acquisition of childhood 
phobias (Carr, 1999). A vast number of theories have been advanced to explain the 
development and maintenance of childhood phobia firom both biological and 
psychological perspectives (Carr, 1999). A review of all the theories would not be 
possible in the limited space. Therefore, for the purposes of this essay some of the 
more prominent theories wiU be outlined firom learning, cognitive, psychoanalytic, 
biological and developmental paradigms and their strengths and limitations considered. 
Currently no integrative family systems theory has been advanced to explain childhood 
phobia (Carr, 1999). However, the impact of the family has been highlighted (Carr,
1999), and wül therefore be referred to within relevant sections. The essay will also 
aim to look at the evidence base fi*om two different perspectives, firstly from empirical 
support for the proposed theories and secondly from the application of theoretical 
concepts to interventions within clinical practice.
THEORETICAL MODELS OF CHILDHOOD PHOBIA 
Biological theories
A number of biological theories have been advanced to explain the acquisition of 
phobia in children. In particular the role of genetics has gained considerable interest. 
Theorists have argued that there is a general heritability for fearfiilness and that a 
dysfunctional biological factor which underlines the process for detecting danger may 
be genetically transmitted (Carr, 1999). Some research has focused specifically on 
biological dysfunction in the development of childhood phobia. One recent theory has 
proposed that phobic anxiety may develop as a result of a dysfiinction in neurone 
activity (Bernstein, 1994, as cited by Carr, 1999). Gamma-aminobutyric acid (GABA) 
is released from neurones to bind with GABA receptors once a certain threshold of
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arousal has been reached. The hypothesis postulates that this mechanism may not 
undertake normal activity increasing anxiety and subsequently resulting in a phobic 
response.
The above theory provides an interesting concept regarding the contributory role of 
biology in the development of childhood phobia and seems to provide some 
explanation for individual vulnerabilities and the heterogeneous nature of phobic 
disorders (Merckelbach et al., 1996a). However it is obviously limited by its lack of 
focus on environmental factors found to have a contributory role in phobia acquisition 
and seems to have some difficulty in accounting for the variation in phobia onset 
(Silverman & Rabian, 1994).
The evidence base to support biological theorv
A large body of evidence has suggested that there may be a genetic influence in the 
development of childhood phobia. For example much of the literature has foimd that 
there is a high rate of anxiety disorders in first relatives with the same conditions 
(Klien, 1994, as cited by Carr, 1999). Mores specific to phobia a number of family 
studies have provided some support for a genetic infiuence (Reich & Yates, 1988, 
Solyom, Beck, Solymon & Hugel, 1974, Fryer et al., 1990, as cited by Anderson, 
1994).
Several twin studies have provided some support for a genetic factor in phobia 
acquisition (Merckelbach et al., 1996a). Torgerson (1979, as cited by Anderson, 1994) 
found that that monozygotic twins are more similar than dizygotic twins in the nature 
and strength of their phobias are. Kendler and colleagues (Kendler, Neale, Kessler, 
Health & Eves, 1992, as cited by Kendler, Karowski & Prescott, 1999) interviewed 
2163 adult female twins with clinically diagnosed phobias and concluded that general 
inheritance factors play a role in the development of phobia. However they also 
acknowledged that phobias were likely to be a combination of a modest common 
genetic factor and specific environmental experiences. These results were fiirther 
supported by a more recent study (Kendler et al., 1999).
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It has been argued that it is difficult to determine whether environmental or genetic 
factors created the similarities in the above studies (Carr, 1999). Evidence from 
adoptive studies is sparse therefore some degree of caution is necessary when 
interpreting the data. It is generally agreed that there is a genetic influence, however 
the extent of that influence seems to need ftirther clarification (Merckelbach et al., 
1996a).
Based on the above biological theory, psychopharmacological interventions have been 
used to treat phobia. In particular benzodiazapines have been used as they bind to the 
GABA receptors with the aim of reducing arousal levels and therefore anxiety 
symptoms. However there is little support for the use of benzodiazapines in the clinical 
child population. Controlled trials are limited in this area and those that have been 
conducted suggest that the drug treatment only provides limited relief from symptoms 
(Taylor, 1994, Bemstem, 1994, as cited by Carr, 1999).
Learning theories
For many years the traditional concept of classical aversive conditioning has been used 
to explain the acquisition of childhood phobia. This postulates that fear of an object, 
situation or event can be acquired by chance pairing with a frightening or painful 
stimulus (Eynsenck & Rachman, 1965, Wolpe & Rachman, 1969, as cited by King, 
Clowes-HoUins & Ollendick, 1997). This leads to increase in behaviour patterns such 
as avoidance, which help reduce the fear.
In recent years, direct conditioning models have come under much scrutiny and a 
number of limitations have been highlighted (Davey, 1992). In particular it has been 
argued that they cannot account for the development of phobic reactions in children 
where there is no identifiable traumatic or aversive learning experience (Herbert, 
1994). Furthermore, it cannot explain why some children do not become phobic 
following an aversive event (Herbert, 1994). A number of refinements have 
subsequently been made to the conditioning theory. These include the concepts of 
latent inhibition (Booth et al., 1989, as cited by Davey, 1992), USC inflation (Davey,
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1989, as cited by Davey, 1992) and preparedness (Seligman, 1971, as cited by Davey, 
1992). The latter provides an evolutionary oriented revision of classical conditioning 
and suggests that individuals are more prepared to develop some phobias to promote 
survival of the species. However despite these refinements, it has been argued that a 
direct conditioning explanation still cannot readily account for aU the different 
presentations of phobic reactions apparent in children (Rachman, 1977).
Rachman’s three pathwavs model
Probably one of the most influential and comprehensive models of phobia acquisition 
to date is the three pathways theory proposed by Rachman (Rachman, 1977). 
Following the work of Bandura who suggested that behaviour may be learned 
vicariously (Bandura, 1971, as cited by Rachman, 1977), Rachman advanced original 
conditioning models and proposed that there were three distinct pathways to the 
acquisition of childhood phobias. These were direct conditioning, vicarious 
conditioning and through the transmission of negative information (Rachman, 1977). 
With respect to the latter pathways, Rachman postulated that phobic reactions may 
develop indirectly from a process of modelling involving the observation of others 
reacting fearfully to certain stimuli or by verbal information provided by significant 
others, television or books regarding certain stimuli. Rachman also drew on the 
concept of preparedness originally proposed by Seligman (Seligman, 1971, as cited by 
Rachman, 1977) and suggested that intense fears of evolutionary significance are more 
likely to be acquired by conditioning and may therefore account for the non-random 
distribution of fear. He fiirther hypothesised that there may be a systematic connection 
between pathways to phobia, presenting symptoms and treatment (Rachman, 1977).
Rachman’s theory seems to be able to address some of the previous limitations of the 
classical conditioning theory. In particular, vicarious learning can provide some 
explanation as to why some individuals develop a phobic response without being 
subjected to traumatic or firightening experiences (King et al., 1998). It seems to place 
a greater emphasis on environmental factors than previous learning models by 
integrating the role of others in phobia acquisition. It also addresses to some degree 
the heterogeneous nature of the disorder previously highlighted (Silverman & Rabian,
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1994) particularly with regard to the non-random distribution of fear. Furthermore it 
provides some initial hypothesis as to how theory may be directly linked to clinical 
practice.
However limitations to this theory are also evident. Some researchers have argued that 
Rachman’s theory is limited as it cannot properly account for how the phobia is 
maintained (Merckelbach et al., 1996a). There is also some discrepancy as to whether 
Rachman’s theory can properly account for the gender bias found in the general 
population (Merckelbach, et al., 1996a). The theory suggests that most fear is acquired 
environmentally, however, Rachman acknowledges the possibility of biological or 
genetic differences in the propensity to develop fear (Rachman, 1977). Therefore from 
an environmental context, Rachman’s theory seems to provide a relatively 
comprehensive account of acquisition of childhood phobia (King, Eleonora & 
Ollendick, 1998).
The evidence base for Rachman’s theorv
Two studies have explored the utility of Rachman’s three pathways theory in children 
with dog phobia (Doogan & Thomas, 1992; King, Clowes-Hollins & Ollendick, 1997). 
Results obtained from these investigations seem to provide some support for 
Rachman’s explanation of phobia acquisition. However their ability to generalise 
findings to all childhood phobias is limited without further empirical investigations.
Two studies have examined the origins of common childhood fears more globally. 
Ollendick and his colleagues (Ollendick & King, 1991, as cited by Muris, Merckelbach 
& Collaris, 1997) investigated the application of Rachman’s theory to the ten most 
common fears in children. They found that the majority attributed fears to one of the 
three pathways. However they used a non-chnical sample which limits the degree to 
which these findings may be attributed to clinical phobia (Merckelbach et al., 1996a). 
Furthermore it has been argued that individuals were only asked whether they had 
experienced one of three pathways rather than to what extent. Therefore the role that 
each of the pathways may have had is unclear (Muris et al., 1997). A further 
investigation has been carried out that attempted to overcome some of the previous
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limitations (Muris et al. 1997). Individuals were asked to what extent their experiences 
had played a role in the development of the phobia. Reports suggested that 
conditioning was the most common pathway to the development of phobia but that 
other indirect routes were also evident.
The above literature provides growing support for Rachman’s theory. However it has 
been argued that a number of methodological limitations suggest some caution when 
interpreting the findings. It has been noted that the studies have relied on retrospective 
accounts and may therefore be subject to memory bias (King et al., 1998). Furthermore 
the research largely fails to make use of control groups and does not use diagnostic 
screening to recruit participants therefore it is difficult to determine whether individuals 
are representative of the phobic population. This suggests that the theory may 
currently limited by a lack of sound experimental investigations (Merckelbach et al., 
1996a). Furthermore, it has been argued that these findings cannot clearly differentiate 
between whether experiences are the cause or consequence of the fear (Graham & 
Gaffan, 1997). Some research has suggested that fears are not always attributable to 
one of the three pathways (Menzies & Clarke, 1993; Graham & Gaffan, 1997). This 
was also evident in the study by Muris and colleagues (Muris et al., 1997) who found 
that thirty percent of participants did not attribute fear to any of the pathways. This 
seems to provide an interesting challenge for Rachman’s three pathways theory and 
suggests that other processes may also infiuence the acquisition of childhood phobia.
Learning theories have provided the basis for a number of behavioural interventions 
that have been found to be effective in the treatment of children with phobias (Carr,
1999). Systematic desensitisation is probably one of the most frequently used 
procedures applied to treat phobias in children (Carr, 1999). It has been based on the 
assumption that fears are classically conditioned and therefore can be unlearned via 
specific counterconditioning procedures. Graded hierarchies of fear producing stimuli 
are presented imaginally or in vivo (real) in the presence of stimuli that are 
incompatible with the feared response such as the relaxation response. Evidence from a 
small number of controlled group studies support the probable efficacy of imaginai 
desensitisation (Kondas, 1967, Mann & Rosenthal, 1969, Barabasz, 1973, Millner,
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Barrett, Hampe & Noble, 1972 as cited by King & Ollendick, 1998). However, 
difficulties have been found for younger children who have not been able to undertake 
relaxation strategies or imaginary procedures (Rosentiel & Scott, 1977, as cited by 
Ollendick & King, 1998). Studies investigating the relative effectiveness of in vivo 
procedures versus imaginai strategies have suggested that the former may be more 
effective (Ultee, Griffioen & Schellekens, 1982, Van Hasselt, Hersen, BeUack, 
Rosenblum & Lamparski, 1979, as cited by King & Ollendick, 1997) in treating 
younger individuals.
A variant of systematic desensitisation used for children is emotive imagery (Lazarus & 
Abramovitz, 1962, as cited by King, MoUoy, Heyne, Murphy & Ollendick, 1998). This 
is based on the same principles of graded exposure but involves imagining an exciting 
story about a hero. This aims to elicit feelings of self-assertion and control and 
subsequently provide an incompatible response for the fear. Emotive imagery has been 
used to treat a variety of different phobias including animal, school and darkness. Some 
support for this approach has been provided by single case studies (Jackson & King, 
1981, King, Cranstoun & Josephs, 1989, as cited by King et al., 1998). However, to 
date only one randomised controlled trial has been carried out (Cornwall, Spence, 
Schotte, 1996, as cited by King et al., 1998). Results obtained suggested the effective 
use of emotive imagery in reducing fear of darkness in children. However the lack of 
empirical work suggests that this approach can only be seen as experimental at this 
time.
Modelling techniques based on vicarious learning principles and the capacity of 
observation to help overcome fears are also used with children. The intervention 
entails demonstrating non-fearflil behaviour in the anxiety provoking situation and 
highlighting a more appropriate response. The effectiveness of this approach for 
children has been supported by a number of between-group design studies (Mann & 
Rosenthal, 1969, Bandura, Crusec & Menlove, 1967, as cited by Ollendick & King,
1998). A number of researchers have focused on variants of modelling, such as 
participant, live and film modelling to treat fears of water or snakes. Results firom these
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investigations have suggested that participant modelling may provide better outcome 
(Lewis, 1974, Rutter, 1968, as cited by Ollendick & King, 1998).
Although the above techniques have not directly resulted from Rachman’s three 
pathways model, they provide some support for the role of learning in the acquisition 
of childhood phobia. Furthermore they provide support for both direct conditioning 
and vicarious conditioning procedures in line with Rachman’s theory (Rachman, 1977). 
However, it should be noted that there are a number of methodological limitations that 
suggest some caution when interpreting the results. Few studies involve the use of 
DSM criteria or structured diagnostic interviews therefore it is difficult to ascertain 
whether the same results would be obtained for clinical phobias. It has also been found 
that multicomponent exposure based treatment programs may be more effective 
(Ollendick & King, 1998). Therefore it seems difficult to conclude the relative efficacy 
of specific approaches and how they may map onto theory. The lack of research on the 
effect of behavioural interventions compared to other methods also seems to hmit 
support for learning theory over theories from other traditions.
An alternative treatment approach for childhood phobia developed from operant 
conditioning procedures is contingency management. This focuses on the use of 
reinforcement to reduce phobic behaviour and has gained some support (Menzies & 
Clarke, 1993, Sheslow, Bondy & Nelson, 1983, as cited by Ollendick & King, 1998). 
This suggests that alternative conditioning processes may be influencing the 
development of phobias. However the above studies used graded exposure along side 
reinforcement. Therefore it seems difficult to differentiate what is producing the 
positive change.
Some researchers have also argued that emotive imagery may be primarily a cognitive 
intervention in that it is trying to elicit a sense of control and mastery for the individual. 
Intervention may then be effecting the beliefs of the individual about feared objects or 
situations (King et al., 1998). The effectiveness of this approach may therefore reflect a 
cognitive element rather than a behavioural one. Little work done has been carried on 
Rachman’s hypothesis that different routes to phobia will lead to different responses
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and require different interventions (King et al., 1998). Further research into this area 
may provide support for direct links between theory and practice.
Cognitive theories
The role of learning principles in the development of specific phobia has been well 
researched. However, more recently, cognitive theories have also been applied to the 
understanding of childhood phobia (Booth & Rachman, 1992, Thorpe & Salkovskis, 
1995, as cited by Perczel-Forintos & Hackmann, 1999). Beck and his colleagues 
originally suggested a role for cognition in the development of anxiety. They proposed 
that threat orientated cognitive schema are formed in early childhood and may 
subsequently be activated during a stressful or threatening experience (Beck, 1985, as 
cited by Carr, 1999). Within cognitive theories of phobia threat-orientated schema are 
thought to contain cognitive biases that maximise threat-related events and minimise 
safety-related events. Individuals may be therefore be hyperattentive to the threatening 
material or may have a tendency to attribute aversive experiences to the phobic object. 
These have been described as attentional and judgmental biases respectively 
(Merckelbach et al., 1996a). These cognitions or beliefs about harm or danger may 
then strengthen and perpetuate the fear and hence the maintenance of phobic anxiety. 
Cognitive theory also highlights the importance of viewing the stressors of the 
individual within a dynamic context (Perczel-Forintos & Hackmann, 1999). This 
implies a familial role in the development and maintenance of the disorder in that their 
beliefs and reactions to stress may impact on the beliefs and the reactions of the 
individual. It has therefore been suggested that phobic children may have maladaptive 
thoughts and beliefs which help maintain their avoidance behaviour (Carr, 1999).
A cognitive explanation of childhood phobia seems to fill some of the gaps left by 
learning theories by focusing on individual vulnerabilities to developing and 
maintaining a phobic reaction within a social context (Perczel-Forintos & Hackmann,
1999). Furthermore, in line with the tripartite model of phobia presentation, it 
acknowledges the cognitions of the individual and suggest how the meaning of the fear 
may impact on the maintenance of the phobia not previously accounted for
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(Merckelbach, 1996). However the model seems to have some difficulty accounting 
for those individuals who have not had traumatic or stressful experiences and does not 
clearly explain how the phobia develops. It therefore seems limited in isolation. 
However it has been argued that together with learning theory it can provide a more 
comprehensive account of phobia development and maintenance. Within this 
framework, learning theory focuses on which stimulus becomes the object of fear and 
the cognitive model provides some concept of what makes one individual vulnerable to 
ongoing fear and another not (Perczel-Forintos & Hackmann, 1999).
The evidence base for cognitive theorv
Most of the phobia research has focused on the adult population. However, to date, a 
limited amount of evidence suggests the presence of maladaptive thoughts and beliefs 
in children. Interrelationships between these have been found in children with a phobia 
(Kendall, 1992, as cited by Kendall & Gosh, 1994). For example, test-phobic children 
have been found to have more negative self- evaluation, more ofF-task thoughts and 
fewer positive self-evaluation during testing situations (King, Mietz, Tinney & 
Ollendick, 1995, Warren, Ollendick & King, 1996, as cited by Ollendick and King,
1998). It has also been found that children who are highly anxious report more 
negative self-speech and preoccupation with fear of harm (Prins, 1986, as cited by 
King & Ollendick, 1997). This provides some support for the role of cognitive 
mechanisms in phobic children however further empirical investigations need to be 
carried out before a comprehensive picture has been achieved.
From the hypothesis that maladaptive cognitions lead to maladaptive behaviour it has 
been suggested that changing cognition may lead to a change in behaviour (Carr,
1999). A number of cognitive behavioural strategies have been developed to 
restructure any distorted or maladaptive cognitions. Procedures such as verbal self- 
instruction have been incorporated into treatment programs for children alongside 
more traditional behavioural interventions (Carr, 1999).
Current literature provides some support for the use of cognitive behavioural 
interventions to treat phobia in children. Heard et al. (1992, as cited by King &
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Ollendick, 1997) recruited a sample of individuals including three adolescent girls with 
simple phobia. Treatment incorporated the use of graded exposure, relaxation training 
and cognitive restructuring. They found marked improvements on self-report and 
behaviour measures of anxiety and the gains were maintained at three-month follow 
up. Graziano and Mooney (1980, 1982, as cited by King & Ollendick, 1997) carried 
out a randomised clinical trial on clinically phobic children. Treatment involved a 
combination of relaxation and verbal coping skills and results suggested significant 
improvements in the treatment group. Improvements were also maintained at a two to 
three year follow-up.
The above evidence supports to some extent the appHcation of cognitive theories to 
the formulation and subsequent intervention for childhood phobia. However much 
research focuses on anxiety disorders in general and relevant studies to child phobia 
are limited (Kendall & Gosh, 1994). It has also been argued that use of cognitive and 
behavioural techniques limits the ability to establish which components of the package 
are responsible for the positive change (Kendall & Gosh, 1994). It has been suggested 
that the usefulness of cognitive procedures may depend on the developmental status of 
child and their ability to understand cognitive representation (King & Ollendick, 1997). 
This seems to fiirther underline the importance of establishing the role of cognition in 
childhood phobia and the relative efficacy of these procedures. One randomised clinical 
trial has recently been carried out looking at relative effectiveness of contingency 
management and self-control strategies (Silverman, Kurtines, Ginsburg, Weems, 
Rabian & Serafini, 1999). Results suggested that both behavioural and cognitive 
conditions were efficacious in treating phobic children. However, it seems that further 
research into the role of cognition in childhood phobia is needed before the possibilities 
for cognitive intervention are clearly defined.
Developmental theories
The nonassociative account
An alternative account to learning and cognitive theories for the acquisition of phobia 
has arisen firom a Darwinian non-associative perspective (Darwin, 1877 as cited by
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Graham & Gaffan, 1997). A number of theorists have argued that phobias reflect 
developmental fears that derive firom innate fear reactions to proponent stimuli 
(Menzies & Clarke, 1993; Graham & Gaffan, 1997). They argue that all individuals 
show developmental fear to evolutionary relevant cues such as darkness, heights or 
water in order to promote survival. The development of fear is therefore spontaneous 
rather than as a result of associative learning and does not arise out of negative 
learning experiences. These fears are thought to naturally dissipate over time due to 
continued exposure in non-traumatic circumstances. However, for a small number of 
individuals, if there is no safe exposure then the fear will remain.
The above theory seems to provide an interesting alternative for the acquisition of 
childhood phobia acquisition and seems consistent with the concept that children 
experience fears that ofi;en disappear spontaneously (King, Hamilton & Ollendick, 
1988, Morris & Kratochwill, 1983, as cited by King et al., 1998). It also suggests some 
support for the early onset of specific phobias in children. It has been argued that this 
account can go some way to explain the non-random distribution of specific fears 
found within the general population (Merckelbach et al., 1996a). However, theory 
seems more relevant to natural fears but less reconciled with animal phobias such as 
spider or dog phobia, or the more unusual phobias such as swallowing (King, Eleonora 
& Ollendick, 1998). Furthermore, it does not adequately explain why some individuals 
habituate to fear better than others do. The above theory seems to have some difficulty 
m matching genetic theory in that evidence to date suggests a moderate biological 
influence alongside a significant environmental one (Kendler et al., 1992, as cited by 
Merckelbach et al, 1996a).
The evidence base for the non-associative account:
Support for this theory has come from two recent investigations. Menzies and his 
colleagues interviewed fifty parents of water phobic children. From the results obtained 
fifty six percent reported that their child’s phobia had been present from the very first 
contact rather than as a result of associative learning experience. Direct and vicarious 
conditioning experiences were attributed to the fear however only two percent 
reported that onset of their phobia was due to a direct conditioning experience
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(Menzies & Clarke, 1993). In a second study by Graham and Gaffan (1997) seventy 
eight percent of parents believed that their children had always feared water. The 
results from these two recent accounts suggest support for the non-associative 
account. However, methodological limitations prevent conclusive results. For example, 
findings were based on retrospective parental reports and participants were fearful 
rather than phobic. Therefore it is difficult to generalise the results. Merckelbach, 
Muris and Schouten (1996b) tried to tackle some of these difficulties by investigating a 
sample of twenty-two children with a spider phobia according to DSM III criteria. 
Parents and children were interviewed separately and agreement was found. 
Approximately the same number of children reported direct conditioning and always 
being afraid as the reason for onset. Vicarious reasons were less reported. Findings 
suggest strong support for the non-associative account in water phobia and to a lesser 
degree spider phobia. However at this stage it is difficult to determine whether it is 
applicable to other phobias or whether water phobia could be the exception. Further 
research is needed before any firm conclusions can be drawn.
The non-associative account provides an interesting alternative to the learning model. 
However, it offers no direct implications for clinical intervention. Therefore although it 
suggests an alternative way of conceptualising the problem it has had no significant 
impact on treatment.
Psychoanalytic theories
The psychoanalytic account of childhood phobia provides an alternative explanation 
for the presentation of childhood phobia. This stemmed from the well-documented 
work of Sigmund Freud (Freud, 1926 as cited by Herbert, 1994) who argued that 
anxiety manifested from dangerous situations encountered during a child’s 
development. He highlighted three main situations of danger these being, anxiety about 
loss of love, superego or social anxiety and castration anxiety (Freud, 1926, as cited by 
Herbert, 1994). From this perspective, it has been hypothesised that phobias are 
thought to act as defences to keep unacceptable or atavistic impulses from entering 
consciousness. These unacceptable impulses are repressed and transposed into neurotic
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anxiety. This is then displaced onto a specific object that is more socially acceptable 
and can act as a substitute for the original object that aroused the impulses (Carr, 
1999). For children reporting fear about a particular object the psychoanalytic theorist 
would argue that they are in fact frightened about something else. Avoidance 
behaviour then protects the child from situations where the repressed or unacceptable 
impulses may be aroused (Herbert, 1999). In his well documented account of little 
Hans and his fear of horses, Freud argued that Hans had displaced an actual fear of 
castration anxiety and his father on to horses as a means of dealing with it (Freud, 
1909, as cited by Carr, 1999).
The above psychoanalytic account provides one explanation for the acquisition and 
maintenance of phobic disorders in children. It has also been argued that there is some 
clinical relevance in the concept of displacement as children have often been found to 
say one thing when they mean another (Carr, 1999). Psychoanalytic theory may 
therefore provide an alternative formulation that opens the way for a different 
approach to intervention.
However psychoanalytic theory seems limited by its lack of empirical support. It has 
heen cited that there is no evidence to support the idea that anxiety manifests as a 
result of psychosexual developmental conflicts (Carr, 1999). Researchers have 
criticised the theory and suggested that the distinction between observation and 
interpretation is often blurred within the literature (Wolpe & Rachman, 1960, as cited 
by Conway, 1978). It is widely accepted that psychoanalytic theory is difficult to test 
as the concepts are not easily measurable (Davison & Neale, 1996). As an explanation 
for childhood phobia it is therefore difficult to accept or reftite.
The evidence base for psvchoanalvtic theorv:
A small amount of research has suggested some efficacy in the use of psychodynamic 
therapy with children who present with anxiety disorders (Fonagy & Moran, 1990, as 
cited by Carr, 1999). An early systematic study looked at a variety of phobias in 
children and compared psychodynamic psychotherapy, systematic desensitisation and a 
control group. It was found that children under eleven showed accelerated
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improvement with both interventions (Mhner et al. 1972, as cited by Target & Fonagy,
1996). More recently. Target and Fonagy (1994) carried out a chart review study with 
children in psychodynamic treatment at the Anna Freud Centre in London. They found 
that specific phobias along with other anxiety disorders were resolved in eighty five to 
eighty seven percent of cases. There are a number of limitations to this investigation, 
which suggest caution when interpreting the efficacy of these results. The study was 
retrospective and no control group or follow up was included in the design. However a 
change was still found which seems to suggest some value m further researching the 
effectiveness of this treatment approach.
The above literature provides some limited support for the use of psychotherapy in the 
treatment of childhood phobia. As investigations are scarce and those available seem 
to have a number of methodological concerns, it seems difficult to draw any firm 
conclusions. Furthermore, few studies have looked at relative efficacy of 
psychotherapy as opposed to other more traditional behavioural and cognitive 
behavioural interventions (Carr. 1999). There is some evidence that some children with 
other anxiety disorders may respond better to a psychotherapeutic approach rather 
than more cognitive behavioural programs (Apter et al., 1984, as cited by Target & 
Fonagy, 1996). This seems to suggest the value of evaluating the use of psychotherapy 
as an alternative method of intervention for childhood phobic disorders also.
CONCLUSION
Phobias are a heterogeneous class of disorders that seem to be characterised by 
aetiological divergence (Anderson, 1994). They have been cited as one of the common 
anxiety disorders in the child clinical population and yet one of the most difficult to 
understand (King et al., 1998). To date, a number of theories have been advanced to 
explain the occurrence of childhood phobias. It is generally agreed that biological 
factors may infiuence an individual’s vulnerability to phobia development. However the 
exact nature of that role has yet to be clearly defined (Merckelbach et al., 1996a). 
Rachman’s three pathways learning theory seems to provide the most comprehensive 
environmental account of phobia acquisition and is supported to some degree by the
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available evidence base (Ollendick & King, 1998; Muris et al, 1997). However, 
limitations are still evident (Menzies & Clarke, 1993). Cognitive theories seem to 
provide explanation for individual vulnerabilities and maintaining factors within a social 
context (Perczel-Forintos & Hackmann, 1999). Due to divergent nature of the disorder 
it has been argued that no one theory can provide a comprehensive account of all 
phobias in children but collectively may provide a more encompassing account 
(Silverman & Rabian, 1994). In particular the application of both learning’ and 
cognitive theory seems to have some support in clinical practice from the probable 
efficacy of cognitive behavioural treatments, although how these directly map onto the 
proposed theories has yet to be established (Herbert, 1994). The non-associative 
account provides an alternative theoretical explanation and suggests that some 
childhood phobias may warrant different explanations depending upon the phobia that 
is presented. Psychoanalytic theory seems to have limited support as an explanation 
and subsequent intervention due to the difficulties of carrying out empirical work 
(Carr, 1999). However there is some support for continued research into 
psychoanalysis as an alternative intervention for those limited by developmental 
constraints (Target & Fonargy, 1996). Despite recent theoretical advances, it should be 
noted that the evidence base to support the use of these theories in clinical practice is 
limited by the methodological limitations evident within the literature (Merckelbach et 
al., 1996a; King et al, 1998; Ollendick & King, 1998). At this stage the divergent 
nature of the disorder seem to warrant individual assessment and intervention based on 
the salient factors for that individual and their developmental ability. Further research 
seems necessary before a comprehensive understanding of phobia is achieved that lends 
support for the link between theory and practice.
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DISCUSS THE DIFFICULTIES IN DISTINGUISHING DEPRESSION AND 
EARLY STAGE DEMENTIA AND EVALUTATE WAYS IN WHICH THESE 
DIFFICULTIES MIGHT BE ADDRESSED.
INTRODUCTION
Dementia is described as a neurological disorder characterised by cognitive decline, 
behavioural changes and loss of social function (Rosenstein, 1998). Onset is typically 
between 40 and 90 years, although it is more usually found in the elderly population 
after the age of 65 (Rosenstein, 1998). A number of studies have looked at the 
prevalence of dementia within this population and data suggests that 5 to 8 percent of 
individuals over the age of 65 present with some form of dementia (Herbert & Brayne, 
1995 as cited by Rosenstein, 1998). There are a variety of causes of dementia some of 
which are reversible and treatable although more typically dementia presents as a 
progressive and declining disorder (Holden, 1995). A common difficulty for 
professionals is distinguishing dementia from a number of other conditions in later life 
that can mimic certain symptomatology. These include the process of normal ageing 
within the older adult population where some degree of cognitive loss tends to be 
evident (Yesavage, 1993), psychiatric syndromes, amnesiac syndromes, chronic 
diseases and delirium (McLoughlin & Levy, 1996). These all contribute to the problem 
of diagnosis. However one of the most difficult and common differential diagnoses 
required within the older adult population is that between primary dementia and 
depression. Epidemiological data on rates of depression in the older adult population 
also indicate that it is an increasing problem (Klerman & Weissman, 1989, as cited by 
Yesavage, 1993).
According to the Diagnostic and Statistical Manual of Mental disorders (forth edition) 
(DSM-IV, American Psychiatric Association: APA, 1994) dementia can be 
conceptualised as a syndrome characterised by memory loss, disturbances in abstract 
thinking, higher order cortical functioning and social decline with gradual onset. In 
comparison, major depression is referred to a disorder characterised by dysphoria, 
decreased affect and a variety of other affective, cognitive, somatic and behavioural
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symptoms. Although these seem somewhat different in their presentation it has been 
found that in practice they share a number of symptoms in common (Ballard & 
Eastwood, 1999). It has been estimated that between five and fifteen percent of older 
adults who are given a diagnosis of dementia wiU actually have depression (Hart et al., 
as cited by Hill & Spengler, 1997). However despite similar symptomatology, both 
disorders have very different prognoses and available treatment options (Jenike, 1996, 
as cited by Fioravanti, 1998). The question of accurate differential diagnosis has 
therefore become a ftmdamental issue. It has been argued that the primary problem is 
the differential diagnosis of more severe old age depression and early stage dementia as 
the presenting clinical picture is more ahke. As dementia progresses it then becomes 
easier to distinguish between the two (Fioravanti, 1998). Approximately 65-72% of the 
older adult population with dementia are attributed to dementia of the Alzheimer’s 
type (DAT, Kokmen et al., 1993, as cited by Rosenstein, 1998). This seems to be 
reflected in the literature where a substantial proportion of the research focuses on 
DAT. Over recent years there has been increased interest in possible ways of 
addressing these difficulties. Broadly speaking these seem to fall under three 
categories; neurobiological features, neuropsychological features and clinical features 
(Fioravanti, 1998).
The aim of this essay is to discuss the difficulties associated with distinguishing 
depression from early stage dementia in the older adult population. The discussion will 
focus predominantly on individuals with DAT due to its high prevalence rate and 
subsequent regular reference within the literature. It will then aim to review the 
possible ways these difficulties may be addressed within a neurobiological, 
neuropsychological and clinical context.
DIFFICULTIES IN DISTINGUISHING DEPRESSION FROM DEMENTIA
To date one of the most common difficulties associated with the differential diagnosis 
of DAT and depression stems from the fact that no specific biological markers have 
been identified which could distinguish the two disorders. From a biological 
perspective early evidence suggested that elderly depressed individuals might actually
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possess damaged brain valves that are similar to those individuals suffering from 
primary dementia (Pearlson et al, 1989, as cited by Crowe & Hoogenraad, 2000). To 
date, post-mortem brain biopsy remains the only test that can be utilised to give 
accurate diagnosis of dementia. As a result professionals have to rely largely on the 
clinical presentation of the individual. Within this context the need for well-defined 
criteria to aid diagnosis seems an important starting point.
Both depression and dementia have established criteria in DSM-IV (APA, 1994) as 
previously identified. Specific criteria highlighted for a diagnosis of DAT include 
impairments in, memory and one other cognitive domain such as executive functioning, 
language, praxis or gnosis. However probably more commonly used in the diagnosis of 
DAT is the criteria outlined by the National institute of Neurological and 
Communicative Disorders and Stroke and the Alzheimer’s Disease and Related 
Disorders Association (NINCDS -  ADRDA: McKhann et al., 1984, as cited by 
Feldman & O'Brien, 1999). This highlights three categories of definite, probable and 
possible Alzheimer’s disease and has been found to be seemingly well validated 
(Kawas, 1990, as cited by Feldman & O’Brien, 1999). Probable NINCDS-ADRDA 
Alzheimer’s is the most commonly used criterion and is applied when the individual has 
impairment in memory and at least one other cognitive deficit in language, perceptual 
skills, problem solving, praxis or attention. Neuropsychological testing then supports 
the diagnosis. The presenting cognitive impairment also needs to be defined as gradual 
and progressive in nature. Limitations of the current diagnostic criteria have been 
noted (Bucks & Loewenstein, 1999). It has been suggested that the above NINCDS -  
ADRDA criteria has a high specificity but as a result may lack sensitivity to earlier 
presentations of Alzheimer’s disease (Bucks & Loewenstein, 1999). The DSM-IV 
criteria for depression has its own difficulties in that it is based on a younger cohort 
and may not adequately reflect the presenting depression in an older adult (Feldman & 
O’Brien, 1999). It has therefore been argued that the available definitions are too 
broadly encompassing and do not necessarily cater for the populations under 
investigation.
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Similarities in symptom presentation
As well as the limitations of the above criteria, there continues to be difficulties in 
distinguishing between the two due to the common behavioural and cognitive 
symptoms they share. The overlap in symptoms observed in these two disorders has 
become one of the greatest challenges to the clinician in distinguishing depression from 
early stage dementia. In particular the occurrence of cognitive deficit in both seems to 
have complicated the separate diagnosis of these disorders. It is widely accepted that 
dementia is established by significant cognitive decline and particularly by memory 
problems (Holden, 1995). Impaired memory fimctioning is thought to be one of the 
main features of DAT even at early onset (Rosenstein, 1998). It has also been well 
documented that impairment of memory fimctioning is likely to accompany depression 
in older adults (O’Carroll, Curran, Ross, Murray, Riddle, Moffoot, Ebmeier & 
Goodwin, 1994). However the difficulty of differential diagnosis may be further 
complicated in older adults where it has been found that the cognitive impairment can 
be more severe and can more closely resemble that of dementia (Ballard & Eastwood, 
1999). Thus, within this context depression may often be identified as dementia due to 
the extent of cognitive difficulty. This differs from the typical presentation of 
depression which is usually associated with milder reductions in cognitive functioning 
(McNeil, 1999).
The presence of significant cognitive impairment in individuals suffering from 
depression has been traditionally termed ‘depressive pseudodementia’ (Madden, 1952, 
as cited by McLoughlin & Levy, 1996). There has been some conftision over the use of 
the term within the literature but to date it is largely used to describe conditions where 
cognitive impairment is non-progressive, reversible and caused by depression. Other 
terms used within the literature that seemingly refer to the same syndrome include the 
dementia syndrome of depression (McNeil, 1999) or depression with cognitive 
impairment (Crowe & Hoogenraad, 2000). However for the purposes of clarity, 
depressive pseudodementia will be used to encapsulate all other terminology.
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The diagnosis of dementia had traditionally relied on an observable difference between 
pre-morbid and current intellectual functioning in favour of pre-morbid suggesting a 
decline in cognitive functioning. However, it has been found that the usual 
discrepancies found between current and pre-morbid cognitive abilities following the 
neuropsychological testing of DAT individuals may also be evident in individuals with 
depression (O’CarroU et al., 1994). Therefore the use of discrepancy analysis within 
this context is inappropriate creating additional difficulties for the differential diagnosis 
of these two disorders.
Overlap of symptomatology has also been observed in the affective state of the 
individual. Affective symptoms common to depressive disorders can also often occur in 
individuals with dementia where the mean prevalence rate is thought to be twenty 
percent (Ballard et al., 1994, as cited by Ballard & Eastwood, 1999). It has been 
further found that depressive symptoms are more prevalent in DAT than in other 
dementias (Lazarus, Newton, Cohler, Lesser & Schweon, 1987). Symptoms such as, 
apathy, agitation and memory problems could then be misidentified as poor 
concentration, fatigue or decreased interest (Kaszniak & Christenson, 1994). These 
may then be diagnosed as symptoms of depression when actually they represent early 
signs of dementia. This distinction is made more difficult by cognitive impairment 
which can often hinder an individual’s ability to provide accurate self-report of how 
they are feeling (Kaszniak & Christenson, 1994).
An additional difficulty in the process of distinguishing dementia from depression is 
derived from the variety of different symptoms both disorders can present with. In 
dementia both cognitive and non-cognitive symptoms have been found to be 
heterogeneous in nature with no distinct pattern (McLoughlin & Levy, 1996). It has 
also been found that symptom presentation iu depression is unlikely to be 
homogeneous, particularly in the older adult population (Benedict & Nacoste, 1990, as 
cited by Kaszniak & Christensen, 1994). The lack of a consistent pattern of symptoms 
in either dementia or depression seems to further complicate the differential diagnosis 
(Ballard & Eastwood, 1999).
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Comorbidity
A separate confounding variable in accurate differentiation of depression and dementia 
is that they can often coexist (Teri & Wagner, 1992). It is now well recognised that 
dementia and particularly DAT can present together (Kaszniak & Christensen, 1994). 
Following a review of prevalence studies it was highlight that the majority indicated 
between seventeen and twenty nine percent of individuals with DAT also experienced a 
concurrent depressive disorder (Teri & Wagner, 1992). Both can present as secondary 
to the other and hence certain symptoms may not be overtly observable. For example, 
a client presenting with severe cognitive impairment may have a comorbid depression 
that is masked by the dementia symptoms. Hence within a context of differential 
diagnosis and an emphasis on distinguishing between the two, it seems easy to 
overlook that the individual may present with both. This has important implications for 
treatment planning in that the depression can be reduced in those with and without 
dementia, hence enhancing the individual’s quality of life (Fioravanti, 1998).
The prodromal quality of symptoms
It has been argued that one disorder may actually supersede the other (McNeil, 1999). 
This seems to further complicate the differential diagnosis. There is some evidence to 
suggest that dementia may sometimes present as depression with minimal cognitive 
deficit. In a three-year follow-up study carried out, fifty seven percent of patients 
originally diagnosed as depression were found to be dementing (Reding, Hayrox, 
Blass, 1985, as cited by Kaszniak & Christenson, 1994). Therefore the presenting 
depression may meet criteria for depression but may actually be an indication of early 
stage dementia. This seems to present further difficulties when trying to distinguish 
depression from dementia. There is also some evidence to suggest that individuals with 
depressive syndrome of dementia or depressive pseudodementia are almost five times 
as likely to develop a dementia over three years than those with a typical presentation 
of depression (Alexopulous, Myers, Mattis & Kakuma 1991, as cited by McNeH, 
1999). Therefore the prodromal nature of the depressive symptoms may vary 
depending upon the type of presenting depression. However the reported likelihood of
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this varies considerably within the literature. This lack of clarity seems to fiirther 
confound the situation.
The above difficulties have huge implications for the ability of professionals to 
distinguish between the two disorders. The picture becomes more complex with the 
addition of other factors. Other common characteristics that have been identified in 
individuals with dementia and depression include a similar age of onset, a higher 
degree of somatic complaints and an increase in anxiety symptoms (Yesavage, 1993). 
These factors seem to cloud the differential diagnosis further.
ADDRESSING THE DIFFICULTIES OF DIFFERENTIAL DIAGNOSIS
Much of the research in this area has focused on how these difficulties may be 
addressed within a clinical setting. In particular the focus has been on how the different 
disorders may be distinguished from one another qualitatively. A number of distinct 
areas have seemly come under scrutiny over recent years to try an address the 
depression dementia distinction. These have been conceptualised under three broad 
categories. These are neurobiological features, neuropsychological features, and 
clinical features (Emery & Oxman, 1992).
Neurobiological features
The lack of a distinct biological marker has been previously highlighted as a major 
difficulty when trying to distinguish depression from early stage dementia due to the 
over reliance on clinical presentation (Ames et al., 1990, Rabms et al., 1991, as cited 
by O’Brien, Desmond, Ames, Schweitzer, TuckweU & Yress, 1994). Within this 
context, establishing any defined biological difference between the two would therefore 
provide a major advance m addressing the issue of differential diagnosis. This seems to 
be reflected in the literature where there has been continued interest in the biological 
differentiation of depression and dementia.
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Evidence suggests that the presence of hippocampal atrophy assessed by temporal lobe 
magnetic resonance imaging (MRI) may provide an early marker for Alzheimer’s 
Disease (Jack et al, 1992, Pearlson et al, 1992, as cited by O’Brien et al, 1994). 
There is provisional evidence to suggest that temporal lobe MRI may be also be useful 
in the differentiation of DAT and depression (O’Brien et al, 1994). O’Brien and 
colleagues compared forty-three participants diagnosed 'with DAT and thirty-two 
diagnosed with depression. Diagnosis was based on NINCDS/ADRDA and DSM-III 
category systems and individuals were matched for cognitive abilities. They found that 
anterior hippocampal atrophy ratings could discriminate between DAT and depression 
groups with eighty four percent of cases correctly diagnosed. This suggests that 
referral for an MRI scan in clinical practice may provide a useful addition in the 
diagnosis of dementia from depression. However it should be noted that this method 
faded to distinguish all DAT participants. This reflects previous literature that 
highlights the need to be cautious as misdiagnosis can occur (Verhey et al, 1993, as 
cited by Ballard & Eastwood, 1999). Similar results were also found in five older 
individuals with depression. This suggests further caution with using this method in 
the over 75 age group. It was also hypothesised that the detected hippocampal changes 
may indicate a sensitivity to developing dementia at a later stage in line with the 
prodromal hypothesis. However the follow-up was not long enough to determine this. 
Further follow-up research could therefore provide interesting additional information 
on the prodromal nature of depressive symptoms.
EEG abnormalities have been found in both demented and depressed individuals in a 
non-discriminate pattern (Leuchter et al, 1993, as cited by Fioravanti, 1998). More 
recently the use of EEG -  segmentation to differentiate depression with early stage 
DAT has come under scrutiny. Evidence suggests that beta activity decreases in clients 
presenting with DAT when compared to healthy controls (Ihl et al, 1996, as cited by 
Ihl & Brinkmeyer, 1999). A recent investigation has been carried out to clarify whether 
this may be specifically related to DAT, due to the process of normal ageing or result 
from an associated psychiatric disorder (Ihl & Brinkmeyer, 1999).
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Individuals who met the NINCDS/ADRDA criteria for probable DAT and were in the 
mild stages were recruited. Those with depression were recruited on the basis of ICD 
10 criteria. The study incorporated the use of young and older adult controls. They 
found that the mean segmentation parameter of older participants with depression was 
significantly different from the participants with DAT when compared to individuals 
within depression and healthy controls. The authors argue that this may be one way to 
address the difficulties associated with differential diagnosis. This method could 
therefore be utilised clinically to clarify the presenting picture of an individual. 
However it should be noted that the severity of depression was not overtly addressed 
and cognitive abilities not matched. The significant differentiation between the two 
disorders may therefore have been accentuated by a presenting depression that was not 
severe with minimal cognitive decline. Although this provides an interesting addition to 
the distinction between depression and early stage DAT fiirther investigations 
addressing some of the methodological issues are needed to try and replicate these 
findings before the use of this method can be verified.
There is also some interesting evidence that suggest that individuals vfith DAT may be 
distinguished from those with old-age depression using REM sleep parameters 
(Dykierek, StadtmuUer, Schramm, Bahro, Culker, Brans, Steigleider, Low, Hohagen, 
Gattaz, Berger & Reimann, 1997). It has previously been found that typical REM sleep 
for individuals suffering from depression differs from those with DAT although results 
obtained have not been consistent (Reynolds et al., 1985, 1988, Vitiello et al., 1990, as 
cited by Dykierek et al., 1997). Dykierek and colleagues have argued that this may be 
due to methodological problems within the literature. These included lack of control 
groups and failure to specify the stage of dementia. They investigated a sample of 
individuals in the incipient stages of DAT and compared them to those with depression 
according to DSM-III criteria and healthy controls. Results obtained indicated that 
REM sleep variables were able to correctly identify eighty five percent of individuals. 
This seems to suggest an interesting means differentiating Alzheimer’s disease from 
depression. However again the failure to correctly diagnose a quarter of the 
participants suggests some caution when applying this method.
73
Older Adult Essay
Neuropsychological features
Symptom overlap between depression and dementia has been well-established (Ballard 
& Eastwood, 1999). It has been suggested that one way to address the difficulties of 
differential diagnosis may involve treating the depressive symptoms. If the cognitive 
deficits remains following intervention then it is likely that the individual is dementing 
(Crowe & Hoogenraad, 2000). The use of follow-up where cognitive performance is 
re-evaluated may be one means of addressing the difficulties associated with these 
syndromes. However this does not seem to provide a practical solution to the problem 
of distinguishing between the two.
An alternative means of addressing the difficulties associated with distinguishing 
dementia from depression may therefore involve finding qualitative differences within 
the symptom presentation of each disorder. Neuropsychological tests have been 
highlighted as the most sensitive means of establishing a detailed understanding of an 
individual’s cognitive fimctioning (Crowe & Hoogenraad, 2000). In an attempt to 
differentiate depression from dementia a substantial proportion of the literature has 
subsequently focused on possible distinguishing cognitive features within 
neuropsychology.
Memorv:
It has been well documented that memory impairment often presents in the early stages 
of dementia and depressive pseudodementia (Ballard & Eastwood, 1999). As a result a 
number of studies have focused on possible qualitative differences in memory 
functionmg between the two groups that could be used as useful means of addressing 
the problems of differential diagnosis. A number of indicators have previously been 
highlighted. These include an enhanced capacity for new learning and increased 
performance on delayed verbal recall in individuals presenting with depression (Morris 
et al., 1989, Welsh et al., 1992, as cited by O’Carroll, Conway, Ryman & Prentice, 
1997). Lachner and Engel (1994) carried out a meta analysis of sixteen publications 
which compared depression and dementia including DAT on a number of different 
memory tests. They found additional support for the hypothesis that delayed recall
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might provide the most useful means of differentiating the two on memory functioning. 
The delayed word recall test (DWR) has been established to test this area of 
functioning (Knopman & Ryberg, 1989, as cited by O’Carroll et al., 1997). However it 
has been argued that early literature often compared individuals who were in the 
moderate stages of dementia (Gainotti & Marra, 1994).
O’Carroll et al. (1997) recently investigated the hypothesis that delayed recall may be 
used to distinguish early DAT and major depression. Results suggested some support 
for the hypothesis, however this was rniiiirnised by the finding that the overlap between 
the two was large. They concluded that reliance on memory tests alone does not 
provide a valid means of distinguishing between the two. This suggests that a move 
away firom a more traditional focus on memory to other cognitive domains as well may 
provide an additional means of addressing the differentiation of dementia from 
depression.
General cognitive impairment:
Despite their common symptomatology there is some preliminary evidence to suggest 
that dementia and depression do present with qualitatively different cognitive 
impairments. Jones, Tranel, Benton and Paulsen (1992) found that patients with DAT 
demonstrated impairment on tests of temporal orientation, visuoconstructional skills 
and visual memory whereas individuals diagnosed vdth depression displayed intact 
abilities in these areas. Others have found that older adults with depression present 
with more frontal deficit whereas dementia patients presented with more difiuse 
cortical impairment (Nussbaum et al., 1995, as cited by Fioravanti, 1998). However 
difficulties have been highlighted due to inconsistent reports (Christensen, Griffiths 
Mackinnon & Jacomb, 1997). More recently a meta-analysis study was carried out to 
review the cognitive performance of individuals with depression and DAT (Christensen 
et al., 1997). This involved reviewing 154 different papers and indicated that the 
cognitive performance of individuals with a typical presentation of depression was 
significantly different to that of DAT in the areas of attention and speed related tasks. 
However it has been subsequently noted that a number of the studies failed to take 
account of cognitive impairment associated with the depression (McNeil, 1999). The
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obtained results could be due to mild cognitive impairment in participants with 
depression.
More recent studies have taken account of the levels of cognitive impairment in 
depressed individuals. It has been suggested that mild DAT can be distinguished from 
depressive pseudodementia by a cortical-subcortical distinction. It has been previously 
noticed that depressive pseudodementia has similar features to the sub-cortical 
dementias (King & Caine, 1990, as cited by Crowe & Hoogenraad, 2000). Crowe and 
Hoogenraad (2000) carried out a controlled study investigation into the differentiation 
of DAT and depression on the basis of this premise. Fifteen individuals with probable 
DAT according to NINCDS -  ADRDA criteria and fifteen with depression according 
to DSM-IV were compared to matched controls. Significant cognitive impairment was 
ascertained for both groups based on the Mini-Mental Status Examination (MMSE, 
Folstein, Folstein & McHugh, 1975, as cited by Crowe & Hoogenraad, 2000). A 
battery of eight neuropsychological measures was used to test cortical versus 
subcortical functions in four different domains. These were memory, visuospatial 
function, language and praxis. A measure of depression was also administered to the 
participants. Results suggested that the DAT group displayed impairment in tests of 
language, praxis and visuospatial function in comparison to the depression and control 
groups. This pattern of deficits is consistent with cortical dementia. In comparison the 
depressed group showed impairment in abstraction and memory consistent with a 
subcortical presentation. Results therefore provided some support for the use of the 
cortical subcortical distinction when trying to distinguish mild DAT from depression 
with cognitive impairment. However, the study was not longitudinal in design. 
Therefore it is difficult to establish whether participants were representative of the 
diagnoses they were given. Further work taking this into account may aid in the future 
use of this method.
A general limitation with the above studies is that they predominantly focus on the 
distinction between depression and DAT. The concept of concurrent depression does 
not seem properly addressed. It has been highlighted that more research is needed to 
focus on individuals presenting with early stage DAT who do not specifically exclude
76
Older Adult Essay
those with depression (desRosiers & Berrios, 1995). In this way qualitative differences 
between those presenting with DAT, depression or both may be highlighted providing 
an enhanced understanding of the disorders involved.
DesRosiers and Berrios (1995) carried out an investigation that compared depressed 
patients with cognitive impairments with very imld DAT patients with and without 
depression. They found that depressed participants were significantly less impaired on 
delayed recall memory tasks than participants with and without depression. This 
suggests one possible means of distinguishing the two. However, as in previous studies 
the lack of longitudinal data and failure to differentiate depressive pseudodementia 
from typical depression decreases the usefulness of these results.
More recently, McNeil (1999) carried out an extensive comparison of DAT and 
pseudodementia using a battery of neuropsychological tests. Results suggested that 
individuals with pseudodementia had stronger verbal memory but that there was no 
distinguishing performance on other cognitive domains. To overcome the difficulties of 
diagnosing early DAT rather than pseudodementia, McNeü incorporated a three-year 
follow-up whereby all participants were re tested following intervention. At follow-up, 
those diagnosed vnth pseudodementia were found to have significantly improved in 
their cognitive function when compared to those categorised with DAT. This seems to 
highlight the importance of using longitudinal data within this context.
Despite the observed limitations, the above literature seems to highlight a number of 
implications for clinical practice. In particular it seems to emphasise the utility in 
carrying out a comprehensive neuropsychological assessment of the individual to 
establish cognitive decline but also using appropriate tests to tap into specific domains. 
These may include tests tapping functions such as delayed verbal memory, visual 
memory, language or visuospatial function. The progressive nature of DAT also 
suggests the utility in a re assessment of the individual after a period of time to indicate 
whether there have been any changes in these areas. However inconsistencies in the 
literature also indicate the need to apply caution in the interpretation of these results.
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Clinical features
A number of clinical features have been highlighted as possible distinguishing factors 
between depression and dementia. Wells (1979 as cited by Ballard & Eastwood, 1999) 
suggested a number of clinical factors that could identify depressive pseudodementia 
from dementia. These included distinct date of onset, rapid progression of symptoms 
and past psychiatric symptoms for those with depression when compared to individuals 
with dementia. Others have highlighted similar clinical features and have suggested 
additional differences in the fluctuation, intensity and pattern of symptoms 
(McLoughlin & Levy, 1996). However it has since been established that this does not 
account for every individual presentation (BaUard & Eastwood, 1999). There is also 
some evidence to suggest that the style of response may also differentiate the two. For 
example individuals with depression are thought to have a conservative or cautious 
response style, often answering questions with a ‘don’t know response’ whereas DAT 
individuals are more likely to guess or confabulate (Kaszniak & Christenson, 1994, 
Yesavage, 1993). However, some caution is necessary as evidence has not been 
consistent results indicating that the conservative response style may be found in those 
individuals with dementia as well as depression, (Jorm, 1986, McAllister & Price, 
1982, as cited by Crowe & Hoogenraad, 2000).
A recent prospective study has been carried out to investigate the discriminating 
factors that may account for a differential diagnosis of depressive pseudodementia and 
dementia in its early stages (Yousef, Ryan, Lambert, Pitt & KeUett, 1998). This 
highlighted a number of factors that could be used to differentiate the two and 
introduced the concept of a new ‘pseudodementia’ checklist. Qualitative differences 
were found in a number of areas in line with previous findings. Identified differences 
for individuals with depression included; a history of depression, a precise onset of 
problems, insight into performance and a bias towards a conservative, ‘I don’t know’ 
response to questions. This suggests that in clinical practice obtaining a comprehensive 
history of the presenting problems as well as careful observation of the individuals 
clinical presentation during the assessment may provide an additional means of 
addressing the difficulties of differential diagnosis. The authors identified some
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limitation with the investigation. In particular the study was based on a retrospective 
diagnosis. They argued that an initial diagnosis of depression might then have been 
diagnosed as a dementia over the course of time. Furthermore the scale has yet to be 
validated. However further research focusing on the clinical presentation of the 
individual may provide a promising addition to assisting in this complex differential 
diagnosis.
METHODOLOGICAL ISSUES
The above areas seem to provide appropriate starting points to address the difficulties 
of distinguishing dementia from depression. However, there are a number of general 
methodological concerns in the literature that seem important to acknowledge. It is 
evident that different scales or measures have been used to determine cognitive abilities 
reducing the validity when comparing investigations. A large number of investigations 
have also relied on a few cognitive measures rather than carrying extensive 
neuropsychological assessments which may limit the reliability of the data obtained 
(McNeil, 1999). Limitations of current diagnostic criteria have previously been 
outlined (Bucks & Loewenstein, 1999). Most of the research of mild dementia has 
relied on NINCDS -  ADRDA criteria thought to be less sensitive to dementia in its 
early stages. It is.therefore difficult to determine whether participants are truly 
representative of the population under investigation. This also seems to be evident in 
the criteria used for depression. Much of the literature does not systematically define 
cognitive impairment in depression relying predominantly on DSM-IV criteria 
(McNeil, 1999). This seems to contradict the importance of cognitive impairment in 
depressive pseudodementia and suggests that some of the differences may be due to 
the minimal cognitive impairment found in the depression group. There is also some 
difficulty in guaranteeing that individuals presenting with depression may not also 
present with comorbid mild dementia that goes undetected (Bucks & Loewenstien, 
1999). However this seems very difficult to overcome, as researchers have to rely on 
the very problems associated with the differential diagnosis of the two disorders. Some 
of the above issues could be addressed by the use of longitudinal investigations where 
the chosen diagnoses can be verified (Fioravanti, 1998). However as previously stated
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within specific studies, only a few longitudinal investigations have been carried out 
(McNeil, 1999).
CONCLUSION
The difficulties associated with distinguishing early stage dementia from depression are 
well established and long standing (Ballard & Eastwood, 1999; Rosenstein, 1998). In 
particular a substantial proportion of the literature has attempted to address some of 
these difficulties in order to highlight a more coherent picture of the two disorders. 
There have been some interesting developments in the possible ways of distinguishing 
depression and DAT within the areas of neurobiology, neuropsychology and clinical 
presentation that have important implications in practice. The use of MRI scans, 
EEC’s and REM sleep parameters have aU been highlighted as potential means of 
distinguishing the two (O’Brien et al., 1994; Ihl & Brinkmeyer, 1999; Dykierek et al.,
1997). Research has also indicated that comprehensive neuropsychological testing and 
repeat testing assessing specific areas such as cognitive decline, delayed verbal 
memory, visual memory, language and visuospatial function may provide a further 
means of differentiating dementia from depression (Crowe & Hoogenraad, 2000; 
McNeil, 1999; des Rosiers & Berrios, 1995). There is some evidence to suggest that 
clinical information obtained during the assessment such as the history of disorder, its 
onset, and the individual’s response during testing may be fiirther used in this 
differential diagnosis (McLoughlin & Levy, 1996; Yousef et al., 1998). However, 
despite recent attempts for clarification discrepancies still seem to exist and the ability 
to distinguish between the two disorders seems to remain problematical. The 
complexity of situation has been underlined by the fact that depression and dementia 
may present on their own, be associated with one another or develop as part of a 
sequential pattern (Fioravanti, 1998). Much of the literature has focused on the 
differential diagnosis of depression and DAT. However the additional complexities of 
comorbidity and the prodromal nature of symptoms do not seemed to have received 
the necessary attention vrithin the literature. More recently some studies have taken 
this into account (McNeil, 1999; des Rosiers & Berrios, 1995). However replication of 
these studies seems necessary before firmer conclusions can be drawn. Furthermore, a
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number of methodological problems continue to hinder the validity and reliability of 
literature available on this topic. In particular the lack of comprehensive criteria on the 
concept of depressive pseudo dementia and early DAT as well as the failure to address 
issues of diagnosis via the use of longitudinal investigations remains evident (McNeü,
1999). This highlights the need for more systematic research that addresses these 
issues before reliable findings can be obtained. Lesac (1995) described the differential 
diagnosis of dementia and depression as, ‘probably the knottiest problem of differential 
diagnosis’ and to date a lack of clarity seems to persist. It seems that as yet no 
neuropsychological testing, neurobiological techniques or presenting clinical features 
are individuaUy sensitive or specific enough to enable the clinician to confidently 
diagnose individual clients. However together they may provide useful information on 
the individual that may aid with the issue of diagnosis in clinical practice and the 
subsequent planning of appropriate care untü further research has been carried out.
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INTRODUCTION
The prevention of criminal acts perpetrated by young people has become an important 
issue on the health care and political agendas (Youth Justice Board, 2000). Offending 
behaviour can be categorised in a variety of ways including violence, sexually 
inappropriate behaviour, substance misuse, arson, vandalism or theft (Baüey, 2000). 
Within childhood and adolescence offending is frequently part of a wider syndrome of 
antisocial behaviour and diagnostic classification and often centres around conduct 
disorder. This is categorised in the Diagnostic and Statistical Manual of Mental 
Disorders (fourth edition) (DSM-IV, American Psychiatric Association: APA, 1994) 
by a series of core symptoms including defiance of authority, aggressiveness and 
antisocial behaviour that violates other people’s rights, property or the individual 
themselves. A number of prevalence studies have been carried out to ascertain the 
extent of youth offending. It has been found that approximately 7500 young people 
under the age of 21 years are in young offender institutions and 2500 under 18 in 
secure settings. Furthermore within the community it has been suggested that there are 
between 2500 and 5000 young offenders who present with similar risks needs and 
behaviour (Bailey, 2000). It has also been recently highlighted that a large proportion 
of young offenders present with co-morbid mental health difficulties. In a recent survey 
of young offenders aged between 13 and 18, over a third had a co-morbid mental 
health diagnosis (Nicol, Stretch, Whitney, Jones, Garfield, Turner & Stanion, 2000). 
This seems to be further highlighted by the high rates of suicide or attempted suicide 
found in young offenders (Bailey, 2000). High prevalence rates and additional risk to 
the self and others attached to offending behaviours seem to highlight the importance 
of developing appropriate intervention programs to help manage these individuals. This 
has been addressed by the government under the Crime and Disorder Act which 
emphasises the primary need to try and reduce offending rates among children and
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adolescents via the use of rehabilitation programmes as well as existing judicial 
structures (Youth Justice Board, 2000).
To date there is a vast literature available on the possible explanatory theories of 
criminal behaviour as well as the development and effectiveness of specific treatments. 
Theories stem from a variety of different paradigms including, psychoanalytic, learning, 
cognitive, interpersonal and family therapy (Farrington, 1996). However, one of the 
most widely used approaches in the treatment and management of these individuals is 
the cognitive behavioural approach (Baüey, 2000). Although there is no one specific 
cognitive behavioural theory, a number of different concepts from both the learning 
and cognitive paradigms have been advanced to explain offending behaviour in chüdren 
and adolescents. This in turn has led to the development of a number of intervention 
strategies in line with these concepts. It has been widely acknowledged that the 
literature relevant to this topic is diverse and expansive (Baüey, 2000; McGuire & 
Priestly, 1995). This essay wül therefore aim to provide a broad overview of the 
cognitive behavioural approach with young offenders from both a theoretical and 
treatment perspective and to determine the effectiveness of this approach when dealing 
with these individuals.
COGNTIVE BEHAVIOURAL THEORIES OF YOUNG OFFENDERS
It is widely agreed that there are a variety of chüd centred and famüy risk factors that 
may enhance an individual’s vulnerability to carrying out criminal behaviour. These 
include chüd centred factors such as school underachievement, genetic vulnerability 
and hyperactivity and famüy factors such as criminality in parents, famüy discord and 
lack of discipline (Hollin, 1999). Contextual factors have also been emphasised 
including substance misuse and peer group interaction (Baüey, 2000). These have been 
advanced within a developmental framework arid emphasise the importance of viewing 
risk factors in the context of age and developmental stage of the individual (Tolan, 
Guerra & KendaU, 1995).
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The possible influence of individual factors has gained substantial interest in the 
literature. It has been argued that although a number of chüd centred risk factors have 
been established, prevention and intervention of offending behaviour may be best 
informed by those chüd centred factors that are more readüy modifiable through 
therapeutic input (Tolan et al., 1995). According to a number of theorists, these 
include specific social learning processes such as modelling and social information 
processing sküls as weU as cognitive factors including moral reasoning skills and 
cognitive style of the individual (Tolan et al., 1995). Although to date no unified 
cognitive behavioural model of offending behaviour exists these concepts have 
informed a number of strategies used in intervention programmes with young 
offenders.
Social Learning Theory
Traditional operant theory postulates that behaviour is determined by the 
environmental consequences it produces for the individual concerned (Hollin, 1996). In 
comparison social learning theory encompasses operant principles but extends these 
concepts to address behaviour learned via the observation of others. The applicability 
of social learning theory to the understanding of criminal behaviour has been 
recognised by a number of psychologists (Bandura, 1973, Neitzel, 1979, as cited by 
Farrington, 1996). The theory suggests that chüdren leam to inhibit antisocial 
responses by conditioning or social learning processes as a result of how their parents 
react to their transgressions. If this process is disrupted, for example via the use of 
inconsistent discipline, chüdren may not form the link between antisocial behaviour and 
negative consequences and therefore may display antisocial tendencies at a later stage. 
As weU as via direct reinforcement, criminal behaviour may also be learned vicariously 
through the observation of others and the consequences of their actions. The behaviour 
may therefore be modeUed vrithin a number of different contexts such as by families, 
peer groups or on the television. Once the individual has learned the behaviour, it may 
then be reinforced or punished by its consequences üke any operant behaviour. More 
recently social learning theories have also emphasised the role of cognition highlighting 
that an individual’s behaviour depends on his or her understanding of the behaviour at
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a cognitive level as well as the history of rewards and punishments maintaining it 
(Farrington, 1996). This provides an interesting link to the cognitive theories put 
forward.
There is some empirical support for social learning concepts in the study of aggressive 
behaviour. It has been found that aggressive behaviour can be learned through direct 
reinforcement as well as through observation in young offenders (Hayes et al., 1980, 
Bandura, 1973, as cited by Hollin 1989).
Social information processing and problem solving
The concept of poor social information processing skills has been identified as a 
possible cognitive factor in the development of offending behaviour (Crick & Dodge, 
1994). Its greatest impact has been in the study of aggressive and violent behaviour 
often associated with young offenders. Dodge and colleagues emphasised a number of 
steps required for effective social information processing and performance. Initial 
stages involve encoding and interpreting social cues. These are then followed by 
searching for appropriate ways to deal with the situation, choosing the optimum 
response and carrying it out. Dodge argues that individuals who offend or display 
other antisocial behaviours lack the capacity to complete this sequence effectively. 
Hence he suggests that aggressive and violent people search for and perceive fewer 
social cues than non-violent individuals and are more likely to attribute hostile 
intentions to others in Social situations when intentions may actually be quite 
ambiguous. Dodge has also argued that these individuals are able to generate fewer 
options to deal ivith these situations and believe that violent behaviour is acceptable. 
This suggests a reduced capacity for social problem solving.
A number of other theorists have also proposed that individuals who offend may have 
restricted social problem solving skills (Hollin, 1996). Several cognitive problem­
solving skills have been identified for successful social interaction. These include the 
ability to choose a desired outcome, considering the consequence of one’s actions and 
generating different options for specific outcomes (Spivack, Platt & Shure, 1976, as
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cited by Hollin, 1996). A deficit in this area may therefore result in unsuccessfiil social 
interaction and subsequent antisocial behaviour.
In support of these concepts cognitive distortions have been found among violent 
adolescents (Lochman & Dodge, 1994, as cited by Tate, Reppucci & Mulvey, 1995). 
Poor problem solving skills are also evident in young offender populations (Ross & 
Fabiano, 1985). However it should be noted that these results were largely obtained 
from samples of aggressive or violent individuals and that this has not been extensively 
studied in other young offender populations.
Cognitive style of the individual
A number of individuals have highlighted the possible role of cognitive style in the 
development of offending behaviour in young people (Bailey, 2000). In particular the 
work of Ross and Fabiano (1985) has highlighted a number of trends in the thinking 
styles of young offending populations that may contribute to their antisocial profile. 
Based on original findings of Yochelson and Samenow (1976, as cited by Ross & 
Fabiano, 1985) Ross and Fabiano carried out a literature search of a number of 
different investigations looking at the cognitive profile of young offender populations. 
They found that several studies indicated that offenders are more likely to lack self- 
control and act impulsively often seeking immediate gratification in different situations. 
This suggests that offenders may act immediately, not fully process the possible 
options and not anticipate the consequences of their actions. They also found that 
young offenders tend to be more concrete and rigid in their style of thinking and as a 
result may have more difficulty seeing things fi*om another person’s perspective and 
hence lack a degree of empathy.
Due to the concrete thinking style of the individual, Ross and Fabiano (1985) 
emphasised the likelihood of subsequent difficulty in social situations that rely on the 
processing of more abstract cues. In particular they suggested that individuals may 
have difficulty with new or unpredictable situations. In line with the above concepts
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they argued that these difficulties would also impact upon the problem solving ability 
of the individual as weU as social skills and subsequent ability to interact with others.
In support of the above theory poor social sküls have been noted m young offenders 
(McCowen et al., 1986, McFaU 1981, as cited by Hollin, 1996b). Many other 
researchers have since provided additional support for the concept of a maladaptive 
cognitive style of thinking (Guerra, 1989, as cited by Farrington, 1996; Baüey 2000). 
However it should be noted that Ross and Fabiano (1985) also emphasised the need to 
be cautious when assessing young offenders, as some individuals may not display aU 
these characteristics.
Moral reasoning
It has been further argued that moral reasoning ability may play a role in the 
development of subsequent delinquent behaviour. This is in line with Kohlberg’s 
original theory of moral reasoning (Kohlberg, 1976, as cited by Farrington, 1996). This 
postulates that as individuals develop inteUectuaUy they also progress through different 
stages of moral development as they become older. This is then reflected in their ability 
to deal with moral düemmas. He highlighted a number of stages including the pre- 
conventional stage, the conventional stage and the post-conventional stage. The latter 
refers to an individual’s moral judgement that is in accordance with the law. Initial 
stages refers to rather more concrete thinking patterns. A key concept embedded in the 
theory is that moral actions depend upon moral reasoning. The model suggests that the 
rate of development can be influenced by a number of social, individual or cultural 
factors. It has therefore been argued that individuals with antisocial behaviour who go 
on to offend may have an immature capacity for moral reasoning. Research has shown 
some support for this concept in that a number of studies have highlighted that 
immature moral reasoning is commonly found in young offenders (Nelson, Smith & 
Dodd, 1990). However it stül remains to be determined whether it is a cause or a 
symptom of the antisocial behaviour (Emler & Reicher, 1995).
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There seem to be a number of limitations to the different cognitive theories put 
forward to explain offending behaviour that may be worth noting. Although a number 
of theorists have highlighted the possible effect of the cognitive style of the individual 
as well as possible deficits in moral reasoning or social information processing skills, at 
this stage there seems a lack of integration and hence a somewhat disjointed 
explanation of offending firom a cognitive behavioural perspective. Also it should be 
noted that these concepts are based on studies using a variety of different individuals 
with different offending histories (Hollin, 1996). It has been previously highlighted that 
the young offending population is heterogeneous in nature therefore it seems more 
appropriate to look at specific offender populations to try and determine whether 
specific factors are more pertinent to some young offenders than others (Bailey, 2000). 
At this stage it also seems difficult to determine whether some deficits may be more 
central to the development of offending behaviour than others. The above cognitive 
deficits are largely not placed within a developmental framework. An understanding of 
how these deficits progress developmentaUy may have important implications for both 
prevention and intervention. Despite these limitations the above concepts seem to 
provide interesting possible explanations of offending behaviour and have found some 
support in the young offender literature at a theoretical level. Furthermore they have 
identified a number of possible child centred factors which could be open to 
modification via the use of cognitive and behavioural techniques.
COGNITIVE BEHAVIOURAL INTERVENTIONS WITH YOUNG 
OFFENDERS
On the basis of the cognitive behavioural rationale outlined previously, two main 
schools of thought seem to exist when working with young offenders. These are 
prevention and intervention. A number of theorists have sought to establish the 
effectiveness of cognitive behavioural methods when working with this population 
(Bailey, 2000). The cognitive behavioural approach has applied both social learning 
theory and cognitive theory to inform therapeutic methods (Hollin, 1996a). A range of 
skills based programmes with young offenders have been developed in line with this 
theoretical rationale. This approach aims to facilitate positive change in the patterns of
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distorted thinking and impaired social and interpersonal skills thought to contribute to 
the offending behaviour. Combinations of behavioural and cognitive techniques are 
therefore used to facilitate this process. A number of different community and 
residential programmes have been evaluated to try and determine the effectiveness of 
this approach at both the level of prevention and intervention.
Prevention
As previously highlighted, there have been a number of risk factors identified which 
may impact upon an individual’s propensity to offend at a later stage. It has therefore 
been argued that targeting individuals before they offend may be the most effective 
means of dealing with this issue. Garrido Genoves (1996) carried out a prevention 
program in Spain targeting a group of young males and females at social risk in a day 
centre but who had not offended. This programme incorporated a number of cognitive 
and behavioural techniques aimed to address the cognitive factors outlined by Ross and 
Fabiano (1985). His main objective was to ascertain whether their techniques may be 
used in the prevention of antisocial attitudes and behaviours in adolescence. The 
program involved trying to enhance moral reasoning, social skills and problem solving 
in a course lasting 40 hours over a period of two months. Results suggested that the 
experimental group showed improvements in both social and cognitive functioning 
foUowing the intervention. This therefore seems promising as a means of change prior 
to offending behaviour. However no follow-up was carried out therefore it is difiScult 
to establish whether there was any lasting change. Furthermore it seems difficult to 
determine whether individuals would have gone on to offend at a later stage or not.
One of the most successful prevention programmes using cognitive behavioural 
techniques highlighted in the literature was the Perry pre-school project targeting 
disadvantaged Afiican-American children aged three to four. Long term foUow-up 
suggested that anti-social behaviour had decreased (Schweinhart & Weikart, 1980, as 
cited by Farrington, 1996). However further investigations seem necessary before the 
efficacy of this approach can be determined.
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Intervention
Although early prevention techniques provide an interesting approach to offending, the 
possibility of intervention with young offenders has seemingly gained the most interest 
within the literature. The use of cognitive behavioural strategies has been found to be 
effective in the treatment of co-morbid mental health problems in young offenders 
(Lipsey & Wilson, 1993). It has also been highlighted that such intervention can form 
an integral part of the overall rehabilitation programme for the individual to improve 
general functioning and reduce recidivism (Futterman, 1990 as cited by Bailey, 2000). 
It is therefore important to address these issues when dealing with these individuals. 
However a number of individuals have focused on the use of cognitive behavioural 
techniques to promote change in individuals where the focus is not necessarily on their 
mental health status.
A number of studies have aimed to facilitate the acquisition of specific skills in an 
attempt to address some of the deficits highlighted as contributory factors in offending 
behaviour. For example, some individuals have tried to facilitate the development of 
social skills in an attempt to reduce offending behaviour. Approaches have included 
modelling, self-instruction, role-playing and feedback (Bailey, 2000). There have been 
some promising outcomes with young offenders. Sarason (1978, as cited by 
Farrington, 1996) compared a modelling approach vdth a guided group discussion to 
enhance social skills in 200 young individuals with offending histories. They were 
randomly allocated to control, discussion and modelling groups and followed up afi;er a 
five-year period. Results suggested that the proportion of reoffending had halved in 
both the modelling and discussion groups.
Self-instructional training methods have also been used with young individuals to 
promote an increase in self-control and subsequent decrease in impulsive behaviour. 
There have been reports of effective use with adolescent offenders in increasing self- 
control and reducing aggressive outbursts (Fendler & Eiton, 1986, Kaufinan & 
Wagner, 1972 as cited by BaHey, 2000). However to date there have been no long­
term outcome studies of recidivism rates so it is difficult to determine whether progress
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is maintained after a period of time. Social problem solving skills training has also been 
used in an attempt to enhance an individual’s ability to successfully interact iu social 
situations. A variety of behavioural and cognitive techniques have been used to 
facilitate this process including modelling, role play and self-instructional training with 
the aim to promote conflict avoidance and self control in social situations. Evidence 
suggests that this training can lead to young offenders generating more solutions to 
social problems (Hains, 1984, as cited by HoUin, 1996).
A number of studies have focused on the development of moral reasoning. Young 
offenders have been found to show an improvement in their moral reasoning capacity 
after cognitive behavioural intervention (Gibbs et al., 1984, as cited by HoUin, 1996). 
However to date there is little evidence to suggest that this has an impact on rates of 
reoffending (Arbuthnot & Gordon, 1986, as cited by McGuire & Priestly, 1995).
Multimodal Programmes:
A number of multimodal programmes have been designed for the offender population 
using a variety of cognitive and behavioural techniques. One established program is 
Aggression Replacement Training (ART). This was developed by Goldstein and Keller 
(1987, as cited by Holhn, 1996) and incorporated a variety of different cognitive and 
behavioural techniques to promote change in a number of areas including anger control 
moral reasoning, social problem solving and social skills. This approach has been used 
effectively to improve targeted skills, reduce aggression and reduce recidivism in 
young offender populations (Leeman, Gibbs & Fuller, 1993, as cited by HoUin, 1996). 
However its long-term effectiveness for reducing violent behaviour has yet to be 
established (Tate et al., 1995).
The Reasoning and RehabUitation programme developed by Ross and Fabiano (1985) 
also incorporates a number of different techniques to promote change. This was based 
on their analysis of the possible cognitive mediators of offending behaviour discussed 
earlier. The group programme incorporated a number of different cognitive and 
behavioural techniques including self-instructional training, cognitive restructuring, 
modelling and role-playing over a thirty-five session period. Ross and Fabiano (1985)
96
Specialist Essay
carried out a randomised controlled study using the programme in Canada with a small 
sample of young offenders Their aim was to facilitate a change in a number of 
cognitive areas of functioning including social skills, social problem solving and moral 
reasoning. As well as a significant clinical change in the targeted areas, results 
suggested that their programme led to a significant reduction in reoffending after a 
nine-month follow-up. However long term gains were not maintained.
How effective is the cognitive behavioural approach?
Results obtained from the above studies suggest some support for the use of cognitive 
behavioural techniques when working with young offenders. Furthermore, the positive 
outcomes seem to provide additional support for the underlying theoretical rationale. 
However, some researchers have argued that the available literature highlights a 
substantial number of individual studies with diverse characteristics, measures and 
mixed outcomes hence limiting their ability to draw firm conclusions (HoUin, 1999). 
Particular reference has been made to earUer reviews which emphasised a lack of 
systematic or consistent evidence of the positive effect of the use of cognitive 
behavioural approaches (Burchard & Lane, 1982, Blakely & Davidson, 1984, as cited 
by HoUin, 1996a). Furthermore it seems largely established that interventions produce 
positive cUnical change. However studies do not necessarily focus on long term 
criminogenic change such as rates of re-offending (HoUin, 1999). It therefore seems 
difficult to determine the effectiveness of cognitive behavioural approaches in their 
own right as a means of working with young offenders. In the past decade, the 
introduction of the meta-analytic approach to the offender Uterature has provided more 
clarity (HoUin, 1999). This has enabled the systematic study of different outcomes 
from a Uterature base via the use of statistical analysis as weU as quantitative 
descriptions. Using this approach a number of theorists have tried to establish what 
works and for whom in the rehabUitation of young offenders (eg., Garrett, 1985, 
Gendreau & Andrews, 1990, as cited by HoUin, 1999; Lipsey, 1992).
Lipsey (1992) carried out an important meta-analytic study in the field of young 
offenders. This involved the analysis of 443 outcome studies based on work with
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offenders aged between 12 and 21 years. Lipsey found that 64.5% of the examined 
studies indicated positive effects of treatment in terms of reducing recidivism. In 
particular his review indicated that structured programmes incorporating both 
behavioural and cognitive elements were the most effective with young offenders. This 
was in comparison to less structured non-directive treatments that were found to have 
minimal impact. This seems to provide some support for the role of cognition in 
offending behaviour outlined previously. Lipsey also highlighted that deterrence-based 
or punitive methods often used by the criminal justice system were found to have a 
negative impact in that they increased recidivism by 25%. This seems to emphasise the 
need for therapeutic based methods when dealing with this population. Lipsey’s review 
further indicated that skills b^ed multimodal programmes which were community 
based rather than carried out in residential settings had a greater impact on recidivism. 
The analysis suggested that cognitive behavioural approaches were also foimd to 
reduce recidivism between 20-40% in young offender populations. This suggests 
support for the use of cognitive behavioural approaches in the treatment of young 
offenders. However it does seem important to highlight the remaining 35.5%. This 
indicates that although treatment programs offer a means of intervening vrith this 
complex client group a third of the population of young offenders within clinical 
services continue to re-offend.
It has been argued that ftirther investigations are now needed using the meta-analytic 
findings (Holhn, 1999). Outcome studies are beginning to appear with broadly 
promising results (Klein & Bahr, 1996, Henning & Frueh, 1996, as cited by Hollin, 
1999). More recently there has been a focus on multimodal packages using a variety of 
different techniques referred to above with positive outcome. For example, Knott
(1995) found that the reconviction rate of adult offenders at a twelve-month follow-up 
was 39% lower than predicted rates. However it should also be noted that at a 24- 
month foUow-up some of these gains were lost. Furthermore, the results were not 
based on a younger population therefore it remains unclear how beneficial this 
approach is with these individuals. This suggests continued caution when determining 
the long-term effectiveness of cognitive behavioural approaches in the treatment of 
young offenders.
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Methodological issues
Despite the advances made by using the meta analytic approach to tackle the complex 
issue of effectiveness and the subsequent use of programmes with promising outcomes, 
it has been highlighted that some caution remains necessary when establishing results 
from such an approach. A number of limitations have been emphasised which may 
effect the validity of the analysis (Sharpe, 1997). Incorporating a number of different 
studies into the analysis means that comparisons are based on different populations 
with different presenting difficulties. Within this context there could therefore be other 
factors playing a role in the outcome. As well as the variability of offences between and 
within investigations, it has further been emphasised that variations occur within 
offence categories also. For example, violent offenders have been defined in multiple 
ways such as violent, aggressive or antisocial which does not permit systematic 
comparisons of studies (Tate et al., 1995). Secondly, a focus on published studies 
disregards other investigations that may have an effect on the outcome data collected. 
Lastly, it seems important to highlight the methodological limitations of individual 
studies and their possible impact on the overall outcome (Sharpe, 1997). Some studies 
have applied more rigorous means of dealing with these difficulties. For example, 
Lipsey (1992) focused on serious juvenile delinquents and had strict criteria in terms of 
studies to be included in the analysis. This seems to address to some extent the 
difficulties outlined above. It has smce been highlighted that effectiveness of the 
cognitive behavioural approach can only subsequently be determined by reviewing 
outcome following the implementation of some of the principles highlighted as 
important in the effective treatment of young offenders. Although some programmes 
have already been developed and evaluated (Knott, 1995, as cited by Hollin, 1999) 
further evaluation of other programmes more specifically with young offenders seems 
necessary before any firm conclusions can be drawn.
There are also a number of other limitations in the literature base that need to be 
addressed. To date it is not yet known which or all of the components in a treatment 
package are necessary for effective change. More systematic approaches to research 
seem to be needed to help clarify the situation as well as helping to expand our
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theoretical knowledge of this behaviour. This could include further research into the 
comparability of different approaches as well as evaluation studies investigating the 
effectiveness of cognitive behavioural programmes with different groups of people and 
different types of problem (Bailey, 2000). This suggests that more systematic research 
is necessary before any firm conclusions can adequately be drawn.
Although theoretically the cognitive behavioural fi-amework is seen as part of a wider 
multi-factorial model this does no seem to be highlighted in the treatment approach. 
The importance of working with the system of the offender has been previously 
documented (Roberts & Camasso, 1991, as cited by Hollin, 1999). However, although 
some interventions have targeted families such as parent management training 
techniques, the majority seem to focus more on individual’s and their needs and do not 
account for the different social influences which may be contributing to the individual’s 
presenting difficulties. Over the last decade one approach that has gained growing 
support in the field of young offenders is multisystemic therapy (Henggeler, 1999).
Multisystemic therapy is a family and community based treatment developed from 
social-ecological and family systems theories of behaviour as well as multidimensional 
causal models of behaviour. This highlights the possible role of a number of factors 
across family, peer school and community contexts. Treatment draws upon different 
empirically based approaches including family therapy or cognitive behavioural therapy 
depending upon what the issues are. This approach has been used with serious young 
offenders with promising long-term outcomes. These including positive clinical change 
and reduced rates of reoffending (Henggeler, 1999). This could suggest that the 
cognitive behaviour approach may be most effective as part of a wider package of care 
for these young people.
CONCLUSION
Adequate provision of care for young offenders is a complex issue highlighted by 
recent investigations which emphasises the multiple needs of these individuals in a 
variety of different contexts. These include familial, developmental, social.
100
Specialist Essay
interpersonal and clinical and highlight the heterogeneous nature of their difficulties 
(Nicol et al., 2000). This seems to emphasis the need for individualised and 
multifaceted input at a number of different levels. The research to date suggests that 
the cognitive behavioural approach can provide a useful means of dealing with some of 
the difficulties that young offenders experience. Preventative strategies have shown 
some promising outcomes although further investigation seems necessary before the 
usefulness of this approach is fuUy understood (Garrido Genoves, 1996). The recent 
focus on intervention addressed by the meta-analytic studies has also highlighted the 
possible benefits of incorporating both cognitive and behavioural techniques into the 
package of care both in terms of reducing rates of offending as well as promoting 
clinical change. In particular they have highlighted the benefits of using mulitmodal 
programmes incorporating a variety of different strategies (Lipsey, 1992; Hollin, 
1999). These positive outcomes provide some support for the theoretical rationale 
behind these techniques and seem to highlight the important role of cognition in young 
offenders outlined by a number of theorists (Ross & Fabiano, 1985; Dodge & Crick, 
1994). However over half the individuals go on to re-offend despite intervention 
(Lipsey, 1992). To date there also remain a number of limitations vrithin the literature 
that seem to prevent any firm conclusions firom being drawn. These include a lack of 
available systematic research on different young offender populations to compare 
treatment outcomes, restricted understanding of which components may be responsible 
for positive change and minimal long term outcome studies (Bailey, 2000). Despite the 
advance made by the introduction of the meta-analytic approach, limitations in this 
method of data analysis have also been highlighted (Sharpe, 1997). A better 
understanding of offending behaviour at a theoretical level may address some of these 
issues. In particular enhanced knowledge around whether specific deficits are more 
central to offending behaviour or whether these change depending on the offences 
committed may enable more individualised and refined methods to be used. However, 
at a more fundamental level it has also been suggested that these methods do not seem 
to encompass the wider social context surrounding these individuals (Henggeler, 
1999). Multisystemic therapy provides an interesting therapeutic approach to working 
with young offenders and has shown some promising outcomes so far (Henggeler, 
1999). It incorporates the use of cognitive behavioural interventions where appropriate
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but also offers input within the context of the wider system. It has previously been 
highlighted that young offenders are a heterogeneous group of individuals 
demonstrating a variety of different needs. From this perspective it seems that 
cognitive behavioural techniques may need to be incorporated into a wider package of 
care alongside a variety of other interventions to promote their real effectiveness.
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Clinical Dossier
CLINICAL DOSSIER
OVERVIEW
This section contains summaries of the five formal case 
reports undertaken during the three years of training as well as 
an overview of the clinical experience gained on each 
placement. Full details of the case reports and a fuU account of 
placement experience including placement contracts, log 
books and placement evaluation forms may be found in 
volume II of the portfolio.
Please note that all client names and other identifiable 
information have been changed throughout this section to 
preserve confidentiahty.
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ADULT MENTAL HEALTH CASE REPORT SUMMARY
THE ASSESSMENT AND TREATMENT OF A SPECIFIC PHOBIA AND 
PANIC DISORDER IN A 61 YEAR OLD FEMALE
Reason for referral
Mrs F, aged 61, was referred to the Psychology Department by her General 
Practitioner for the treatment of panic attacks.
Assessment
Mrs F was assessed during 2 sessions, via the use of a structured assessment for 
treatment interview. The Hospital Anxiety and Depression Scale (HADS) and the 
Beck Anxiety Inventory (BAl) were also administered to provide a standardised 
measure of depression and anxiety at the time of the assessment.
Main Presenting Problems
The assessment indicated that Mrs F was experiencing specific fear and anxiety in 
response to closed spaces as well as frequent nocturnal panic attacks accompanied by 
distressing intrusive imagery. Use of the above standardised assessment tools 
indicated that Mrs F fell within the clinical range for anxiety but not depression. The 
assessment also indicated that Mrs F’s symptoms were impacting on her social 
relationships.
Formulation
Mrs F symptoms reached the Diagnostic and Statistical Manual of Mental Disorders 
edition) (DSM-IV) criteria for a specific phobia of the situational type and panic 
disorder respectively. Her difficulties were conceptualised within a cognitive 
behavioural model of anxiety. This emphasised the roles of Mrs F’s previous life
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experiences and her appraisals of her symptomatology in the development and 
maintenance of her symptoms.
Intervention
Mrs F was seen for 10 sessions. Intervention incorporated the use of a variety of 
different cognitive and behavioural strategies. These included the ongoing use of a 
panic cognitions diary, socialisation into the cognitive model and formulation, 
cognitive restructuring and verbal reattribution strategies to challenge negative 
thoughts, gradual exposure to the anxiety provoking situations and relaxation training.
Outcome
At the end of the intervention, Mrs F reported that she no longer experienced 
nocturnal panic attacks. She reported an improvement in her anxious response to 
closed spaces and stated that she did not feel so restricted by her symptoms. Re­
administration of the measures of anxiety indicated that Mrs F’s anxiety scores fell 
within the normal range.
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PEOPLE WITH LEARNING DISABILITIES CASE REPORT SUMMARY
AN EXTENDED ASSESSMENT OF POSSIBLE ASPERGER SYNDROME IN 
A 19 YEAR OLD MALE
Reason for Referral
John was a 19 year old South African male who was referred to the Psychology 
Department by a Consultant Community Paediatrician for à full neuropsychological 
assessment. It had been noted that John displayed a number of social and 
communication difficulties that have been associated with the pervasive 
developmental disorder, Asperger Syndrome which lies within the autistic spectrum.
Assessment
John was assessed over 4 sessions. These incorporated the use of a number of 
different assessment tools to ascertain his current levels of cognitive fimctioning. 
These were the Wechsler Adult Intelligence Test (3*^*^ Edition) (WAIS-III), Adult 
Memory and Information Processing Battery (AMIPB), Behavioural Assessment of 
Dysexecutive Syndrome (BADS), Stroop Neuropsychological Screening Test 
(SNST), Visual Object and Spatial Perception Test (VOSP), Trail-making test, ‘FAS’ 
verbal fluency test and Theory of Mind test. A structured interview was also 
administered to John’s mother based on the Australian Scale for Asperger Syndrome 
in children and the St Georges Medical Hospital Asperger checklist developed from 
DSM-IV criteria.
Main Presenting Problems
The assessment indicated that John had a history of developmental difficulties, current 
social and communication difficulties including poor verbal and non-verbal 
communication with others and an obsessive interest m computers. There was also a 
family history of physical abuse from father over a number of years. His cognitive 
performance was found to be variable. Results indicated that he was significantly
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more able on tasks involving non- verbal skills. Specific strengths were identified on 
tasks involving verbal and visuo-spatial problem solving and weaknesses were found 
in tasks tapping working memory and verbal comprehension. The assessment also 
indicated poor executive skills and a deficit in John’s second order theory of mind.
Formulation
Results obtained from the assessment indicated that John was experiencing a number 
of social communication difficulties that met the DSM-IV criteria for a diagnosis of 
Aspergers syndrome. The pattern of results obtained from the cognitive assessment 
also largely supported the initial hypothesis. It was hypothesised that the history of 
abuse may have exacerbated his current difficulties but did not seen to represent a 
cause of his difficulties.
Outcome
The results of the assessment were fed back to the family. This included John’ s 
difficulties regarding communicating effectively with others and his understanding of 
others and the world. A summary of John’s difficulties was also provided for the 
college he was attending. It was suggested that a future social skills training course 
may also be beneficial as well as the opportunity for psychological input to discuss 
issues around physical abuse from his father.
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CHILDREN. ADOLESCENTS AND FAMILIES CASE REPORT SUMMARY
THE ASSESSMENT AND TREATMENT OF CHRONIC HEADACHES IN A 
12 YEAR OLD FEMALE
Reason for referral
Jane, aged 12 was referred to the Psychology Department by a Consultant 
Paediatrician for help with the management of recurrent headaches.
Assessment
The assessment was carried out over 3 sessions via the use of an assessment for 
treatment interview and a headache diary. Jane attended the initial session with her 
brother and mother. The Children’s Headache Assessment Scale (CHAS), Children’s 
Health Locus of Control (CHLC) and the Culture Free Self-Esteem Inventory were 
also administered.
Main Presenting Problems
The assessment indicated that Jane was experiencing recurrent headaches that were 
impacting on her ability to attend school and socialise with friends. These had first 
presented following her parent’s separation and developed following a number of 
physical, emotional and stress related antecedents. Emotional triggers included 
ongoing conflict between Jane’s parents and a difficult relationship with her brother 
who was verbally aggressive towards both Jane and her mother. Results obtained 
from the CHLC and Culture Free Self-Esteem Inventory indicated that Jane had low 
parental and social self-esteem and a high internal locus of control.
Formulation
The assessment indicated that Jane presented with both migraine and tension 
headaches. These symptoms met the DSM-IV criteria for Pain Disorder Associated
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with Psychological Factors. Jane’s difficulties were conceptualised within a 
biopsychosocial framework, which identifies the interplay between biological, 
psychological and social factors in health and illness presentation. Factors identified 
in the development and maintenance of Jane’s headaches included; a physiological 
vulnerability to developing headaches due to a family history of migraine (biological), 
poor family relationships (social) and ongoing negative appraisal of symptoms 
(psychological).
Intervention
Jane was seen individually for 5 sessions and her mother for 1 session. Intervention 
involved the use of a variety of cognitive and behavioural strategies. These included 
the ongoing use of a headache diary, psychoeducation regarding headache 
development and sharing of the formulation, pain management skills training 
including relaxation and cognitive coping strategies and cognitive restructuring to test 
negative thoughts via the use of socratic questioning.
Outcome
Jane reported a reduction in the number of headaches she was experiencing as well 
less intense pain on each occasion. She also reported reduced medication use. 
Psychometric measures were re-administered. These indicated that Jane’s parental and 
social self-esteem had significantly increased.
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OLDER ADULT CASE REPORT SUMMARY
AN EXTENDED NEUROPSYCHOLOGICAL ASSESSMENT OF A 69 YEAR 
OLD FEMALE WITH MEMORY PROBLEMS
Reason for referral
Mrs D, aged 69, was referred to the Psychology Department by her General 
Practitioner for neuropsychological assessment following her reported anxiety about 
memory difficulties and a fear that she was dementing. The purpose of the assessment 
was to ascertain the nature of her difficulties.
Assessment
Mrs D was assessed for 5 sessions. These incorporated the use of a number of 
psychometric tests measuring Mrs D’s past and present cognitive functioning, as well 
as a clinical interview. Tests administered were the Middlesex Elderly Assessment of 
Mental State (MEAMS), National Adult Reading Test (revised) (NART-R),
Weschler Adult Intelligence Test (revised) (WAIS-R), Weschler Memory Scale 
(revised) (WMS-R, logical memory subtest), the Benton Visual Retention Test 
(BVRT) and the ‘FAS’ verbal fluency test. The Hospital Anxiety and Depression 
Scale (HADS) was also administered to provide an indication of Mrs D’s mood.
Main Presenting Problems
Mrs D reported difficulties remembering day to day information and expressed 
concern she may be ‘dementing’. She stated that her memory loss first presented 
following a fall she had had two years prior to the referral. She also reported a number 
of concerns about her health following a family history of difficulties. Results for the 
HADS indicated that Mrs D did not reach ‘case’ criteria for anxiety or depression 
although the former was ‘borderline’. Results from the cognitive assessment indicated 
that Mrs D was largely functioning in the average range and that this was a significant 
decrease from premorbid levels of functioning. Mrs D was also functioning below
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average for her age on memory tasks. Specific strengths were found in verbal tasks 
however these were not clmically significant.
Formulation
Despite her reported levels of anxiety about her health, significant discrepancies 
found between premorbid and current levels of fimctioning suggested that Mrs D had 
experienced some cognitive decline. Her lower than average performance on memory 
tasks when compared to other of her own age also suggested a tangible difficulty in 
this area. Mrs D’s difficulties were conceptualised within a cognitive 
neuropsychological fi-amework. It was suggested that the pattern of results may 
represent some underlying organic (including possible dementia or head injury) rather 
than functional cause. It was also hypothesised that Mrs D’s anxiety about her 
condition may be exacerbating her memory difficulties.
Outcome
The results of the assessment were fed back to Mrs D and sessions were arranged to 
discuss the management of her anxiety and memory difficulties. It was 
recommended that she be retested in one year to ascertain whether further decline had 
occurred indicating a progressive disease or whether her functioning remained largely 
the same. It was also recommended that a MRI scan be carried out to determine any 
visible abnormalities and a general blood screen be undertaken to exclude the possible 
role of blood deficiencies in Mrs D’s presenting difficulties.
115
Specialist Systemic Case Report Summary
SYSTEMIC THERAPY WITH CHILDREN AND ADOLESCENTS 
SPECIALIST CASE REPORT SUMMARY
POST MILAN SYSTEMIC THERAPY WITH A 15 YEAR OLD GIRL 
PRESENTING WITH DEPRESSION
Reason for referral
Sarah, aged 15, was referred by her General Practitioner to the Child and Adolescent 
Mental Health Service due to reported feelings of lethargy and intermittent school 
refiisal. She was then seen urgently by a Consultant Psychiatrist within the team 
following an increase in self-harm behaviour and a reported threat to jump in the 
river. It was agreed that Sarah would be seen for individual therapy by the Trainee 
Clinical Psychologist.
Assessment
Assessment and intervention are not easily separated within a systemic framework 
and remain ongoing throughout the contact with the client. However initial sessions 
involved interviewing Sarah both individually and with her parents. The Beck 
Depression Inventory (2^  ^edition) (BDI-II) was administered in the first session.
Main Presenting Problems
Initial conversations with Sarah and her family indicated that Sarah was feeling very 
low, lacking motivation, feeling tired and experiencing disrupted sleeping patterns. 
She was also not attending school. Sarah reported a history of being bullied by peers 
at school and described an attack from a peer outside of the school environment. 
Sarah expressed suicidal ideation and reported cutting her arms on a number of 
occasions. Sarah’s score on the BDI-II placed her in the ‘severely depressed’ 
category.
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Formulation
Sara’s difficulties met the DSM-IV criteria for depression. Ongoing reformulation 
was undertaken during therapy in line with a Post Milan Systemic framework. A 
number of working hypotheses were introduced over the period of contact to explain 
Sarah’s presenting behaviour. Themes highlighted during conversations included the 
role of family patterns of interaction, the history of bullying and subsequent fear of 
being safe, the role of the therapist and professional system, the life stage of the 
family and Sarah in the development and maintenance of Sarah’s difficulties.
Intervention
Sarah was seen for a total of 15 sessions. Techniques used included; circular and 
reflexive questioning, reframing the problem, externalising and other systemic 
narrative tools as well as the use of cognitive behavioural techniques to address 
specific negative thoughts. In the final session the BDI-II was readministered.
Outcome
Sarah reported an increase in mood and a reduction in the level of self-harm 
behaviour. She was not attending school but had begun studying for her GCSE exams 
with home tuition. Sarah also reported that she was enjoying going out with friends 
more. Her score on the BDI-II had reduced from 37 to 19. This placed her in the 
‘mildly depressed’. It was agreed that input would continue with the family as a 
whole.
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ADULT MENTAL HEALTH CORE PLACEMENT SUMMARY 
PLACEMENT DETAILS
Dates of placement: 14* October 1998 — 2”^  April 1999
Supervise r(s): Mrs Margaret Henning
Renee Harvey (neuropsychological assessments)
NHS Trust: Sussex Weald and Downs NHS Trust
Base(s): Psychology Department, Horsham Hospital,
Psychology Department, Crawley Hospital
OVERVIEW OF CLINICAL EXPERIENCE
Setting
The placement was based in an outpatient adult psychology department within a 
hospital setting receiving primary care and secondary level referrals from a variety of 
sources. Work was also undertaken on an acute psychiatric unit within the hospital 
site.
Models
The placement offered the opportunity to work within a cognitive behavioural 
framework as well as drawing on principles from systemic narrative therapy with a 
range of clients. In addition to regular individual supervision, group supervision was 
offered within the systemic narrative framework.
Clinical experience
Experience was gained working individually with a variety of clients across the adult 
life span. Presenting problems included; depression, generalised anxiety disorder, 
panic disorder, aggression, learning disabilities and pain management. A variety of 
psychometric tests and standardised questionnaires were used including the Weschler
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Adult Intelligence Test (revised) (WAIS-R), the Beck Depression Inventory (2"  ^
edition) (BDI-II) and the Hospital Anxiety and Depression Scale (HADS). A 
relaxation group was jointly run with another trainee for clients on an acute 
psychiatric ward within the hospital setting. This enabled contact with individuals 
who presented with acute mental health problems and who also had a history of 
severe and enduring mental health problems
Meetings, observations, visits and seminars
Weekly psychology department meetings were attended covering a range of clinical, 
research and organisational issues.
A ward round on the acute psychiatric inpatient ward was also attended as part of the 
placement. This enabled the trainee to become familiar with a range of difficulties 
associated with long term mental health problems as well as developing an 
understanding of multiple roles within an acute setting. The trainee had the 
opportunity to observe two chnical psychologists working with clients at both 
assessment and treatment stages. This provided further opportunity for the trainee to 
observe work with clients using both cognitive behavioural and systemic narrative 
models.
Service related research
A service related research project was undertaken as part of the placement in line with 
course requirements. This involved investigating the difference between primary care 
and secondary level referrals within the service using the standardised CORE 
outcome measure. Full details of the project may be foimd in the research section of 
this portfoHo. The results of the investigation were presented to the department.
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PEOPLE WITH LEARNING DISABILITES CORE PLACEMENT
SUMMARY
PLACEMENT DETAILS
Dates of placement: 21^ April 1999- 1  ^ October 1999
Supervisor(s): Dr Dawn Thomas-Bawa
NHS Trust: Boumewood Community NHS Trust
Base(s): Psychology Department, Boumewood Resource centre,
Chertsey
OVERVIEW OF PLACEMENT EXPERIENCE
Setting
The placement was based in an outpatient psychology department for people with 
learning disabilities within the community. The department was part of a 
multidisciplinary team of professionals including psychiatrists, speech and language 
therapists, occupational therapists and community nurses working with individuals 
with learning disabilities. In addition to work within the outpatient setting, direct 
input was provided to a number of residential homes within the local area.
Models
Models used during the placement were predominantly behavioural or cognitive 
behavioural. This enabled the further development of skills in these specific 
frameworks. However, the requirement for extended cognitive assessment also 
provided the opportunity to work from a neuropsycho logical perspective.
Clinical experience
A variety of different chents with mild, moderate and severe learning disabilities were 
seen across the adult hfe span during the placement. Input involved working directly
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with chents as well as providing consultation to staff working within residential 
homes therefore providing the opportunity to develop clinical skills working at both 
direct and indirect levels. Individuals seen directly for therapy presented with a 
number of issues including depression, sexual abuse, sexual assault, suicidal ideation, 
aggression and obsessive compulsive disorder (OCD). Extended neuropsychological 
assessments (eg., Aspergers Syndrome, screening for dementia in Downs Syndrome) 
were also carried out with specific clients to ascertain their level of intellectual 
functioning, to provide some indication of any specific learning disabilities and to 
advise about appropriate service provision. Issues addressed in the residential settings 
included challenging behaviour such as sexual molestation and self-harm. The 
placement also provided opportunity for multidisciplinary work with other 
professionals including speech and language therapists and community nurses.
Meetings, observations, visits and seminars
A number of psychology department meetings were attended over the course of the 
placement. There were also opportunities to attend specific meetings on Individual 
Programme Planning (IPP) and chent reviews. Discussions with and observations of 
members of the multidisciplinary team also helped develop an understanding of 
multidisciplinary team working.
Visits were made to a number of services including, group homes, day centres and an 
inpatient unit for challenging behaviour. This helped provide a more global 
understanding of service provision for individuals with learning disabilities.
A number of seminars were attended whilst on placement. Topics included the 
reporting of child abuse and neglect and departmental teaching on the Leiter 
International Performance Scale - Revised. A presentation was given on Systemic 
Narrative Therapy to members of the psychology department as part of a regular 
seminar program. A conference on ‘case formulation’ was also attended during this 
period.
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CHILDREN, ADOLESCENTS AND FAMILIES CORE PLACEMENT
SUMMARY
PLACEMENT DETAILS
Dates of placement: 13*** October 1999 —24* March 2000
Supervisor(s): Mr Nick Kirby-Tumer
NHS Trust: Mid Sussex NHS Trust
Base(s): Psychology Department, Princess Royal Hospital,
Haywards Heath, West Sussex
OVERVIEW OF PLACEMENT EXPERIENCE
Settings
The placement was based in a multi-speciality psychology department within a 
hospital setting. As part of the placement input was also provided to an adolescent 
inpatient unit on the hospital site and a nursery.
Models
The placement provided the opportunity to work using cognitive behavioural, 
systemic and psychodynamic frameworks within a developmental context. This 
enabled the development of an integrative style of working with this population.
Clinical experience
Work was undertaken with a variety of children, adolescents and their families (age 
range 3 to 16 years). Direct input with individuals and families as well as consultation 
with staff members allowed experience of working with different systems. Presenting 
child and adolescent difficulties included, behaviour problems, depression, phobias, 
chronic headaches, generalised anxiety disorder. Attention Deficit Hyperactivity 
Disorder (ADHD), OCD, family dysfunction and physical abuse. Assessment tools
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were also used including the Family Relations Test and other standardised measures 
of anxiety and depression in children and young people. A number of extended 
assessments were carried out utilising a variety of psychometric tests including the 
Wechsler Intelligence Scale for Children (3^  ^ edition) (WISC-III), the Wechsler 
Objective Reading Dimension (WORD) and the Wechsler Objective Numerical 
Dimension (WOND). The placement also provided the opportunity to participate as 
part of a reflecting team in a regular family therapy clinic.
Meeting, observations, visits and seminars
Departmental meetings involving all psychology specialities, inpatient referral 
meetings and client review meetings were regularly attended as part of the placement. 
Regular psychology seminars were also run incorporating a variety of psychological 
of issues related to children and young people. Topics included looked after children 
and systemic working with children and adolescents.
Visits were made to a private children’s unit, a secure unit for looked after children 
and an inpatient unit for children aged five to ten. The placement also provided the 
opportunity to observe the Parent-Child Game with a six year old male and his 
mother.
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OLDER ADULT CORE PLACEMENT SUMMARY 
PLACEMENT DETAILS
Dates of placement: 19* April 2000 to 29* September 2000
Supervisor(s): Dr Simon Thompson
NHS Trust: Sussex Weald & Downs NHS Trust
Base(s): Psychology Department, Horsham Hospital, Horsham.
Psychology Department, Graylingwell Hospital, 
Chichester
OVERVIEW OF PLACEMENT EXPERIENCE 
Settings
The placement was based in two hospital outpatient psychology departments and 
work was carried out alongside a multidisciplinary team. Input was also provided to 
an older adult inpatient unit for individuals with organic and functional difficulties.
Models
Cognitive behavioural therapy was used as the primary model. However, therapeutic 
work also incorporated the use of systemic narrative techniques and cognitive 
retraining. A strong neuropsychological focus to the placement also enabled 
development of specific assessment skills in this area.
Clinical experience
Work was undertaken with a variety of older adult chents (age range 64 to 91 years) 
and included both extended neuropsychological assessment and therapeutic 
intervention. Individuals presented with a variety of different problems including 
acquired memory loss, Alzheimer’s disease, Huntingdon’s disease, depression, 
bereavement, marital problems, schizoaffective disorder, OCD and self neglect. Staff
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support was also provided to a nursing team regarding specific clients who displayed 
challenging behaviour on an inpatient ward. A number of psychometric tests assessing 
adult cognitive functioning were used as part of the placement. Assessment tools such 
as the Middlesex Elderly Assessment of Mental State (MEAMS) developed for 
specific use with older adults presenting with reduced cognitive functioning were also 
administered.
Meeting, observations, visits and seminars
Regular psychology meetings incorporating all specialities and review meetings for 
relevant clients were attended regularly. Meetings also took place with various 
members of the multidisciplinary team including psychiatry, occupational therapy and 
nursing.
A departmental away day was attended during the six-month placement. 
Presentations included; systemic narrative therapy, psychodynamic therapy, 
posttraumatic stress disorder and the application of cognitive behaviour therapy to 
individuals presenting with psychosis. While on placement a conference on ‘Past 
Present and Future directions in Cognitive Therapy’ was also attended.
Research
An assessment was carried out on a participant involved in an investigation into the 
efifect of Aracept on neuropsychological and psychosocial functioning in patients with 
mild to moderate Alzheimer’s Disease. The placement also provided the opportunity 
to attend an away day to discuss clinical audit for older adult within local services.
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SYSTEMIC THERAPY WITH CHILDREN AND ADOLESCENTS 
SPECIALIST PLACEMENT SUMMARY
PLACEMENT DETAILS
Dates of placement: 11* October 2000 to 23^ ^^  April 2001
Superviseras): Dr Vivien Senn
Mrs Gloria Martin
NHS Trust: South West London and St Georges Mental Health NHS
Trust
Base(s): Child and Adolescent Mental Health Service, Richmond
Royal Hospital, Richmond.
OVERVIEW OF PLACEMENT EXPERIENCE
Settings
This placement was primarily based in a multidisciplinary Child and Adolescent 
Mental Health service accepting secondary level referrals. Work was also carried out 
in a Social Services led nursery.
Models
The placement provided the opportunity to work with children, adolescents and 
families using a systemic framework. This involved a particular focus on Post Milan 
systemic therapies including Social Constructionism and Systemic Narrative Therapy. 
Systemic supervision was provided throughout the placement.
Clinical experience
Individual therapeutic work was carried out with a variety of children, adolescents 
and their families (age range 4 to 15 years). Clients presented with a number of 
difficulties included, depression, ADHD, school refusal, chronic fatigue syndrome.
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sleeping problems, selective mutism and family difficulties following parental 
separation. The placement provided the opportunity to work collaboratively with 
other professionals within the multidisciplinary team both directly with chents and as 
part of a reflecting team. Involvement in specialist clinics within the service enabled 
specific experience of working with young children presenting with social 
communication difficulties. Consultation with nursery staff also provided experience 
of working with the system around the family. Skills were additionally developed in 
risk assessment following a number of challenging clients and participation in a 
deliberate self-harm team.
Meeting, observations, visits and seminars
Regular departmental, adolescent and psychology meetings were attended while on 
placement. These highlighted organisational issues and provision for children and 
adolescents services. The use of a reflecting team in the departmental meeting also 
enabled experience of reflecting within a staff rather than client system. A local young 
offenders service was visited within the area and therapeutic input with two young 
adolescent offenders was observed.
An academic programme was regularly attended during the placement. This involved 
individual presentations around a number of different topics including, the treatment 
of ADHD and the Human Rights Act.
Workshops on ‘Autism’ and ‘Attachment and Resilience’ were also attended during 
the six months.
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EATING DISORDERS SPECIALIST PLACEMENT SUMMARY 
PLACEMENT DETAILS
Dates of placement: 18* April 2001 -  2U  ^September 2001
Supervisor(s): Professor Glenn Waller
NHS Trust: South West London and St Georges Mental Health NHS
Trust
Base(s): Outpatient Eating Disorders Service, Harewood House,
Springfield Hospital, Tooting
OVERVIEW OF PLACEMENT EXPERIENCE
Settings
The placement was based in a multidisciplinary eating disorders tertiary outpatient 
service within a hospital setting working alongside a number of different 
professionals including psychiatrists, dieticians, and nurses.
Models
The primary model used during the placement was cognitive behavioural therapy with 
more specific experience of schema focused work. This provided the opportunity to 
develop fiirther skills in the use of cognitive behavioural techniques whilst at the same 
time providing an introduction to more specific schema driven concepts within the 
cognitive framework.
Clinical experience
Work was carried out with a variety of clients with anorexia nervosa, bulimia nervosa, 
binge eating disorder and more specific atypical eating disorders. Direct input was 
provided to individual clients across the adult life span (age range 19 to 46 years). A
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number of questionnaires were used as part of the placement including. Young’s 
Schema Questionnaire and the Eating Disorders Inventory (EDI).
Meeting, observations, visits and seminars
Department team meetings and allocation meetings were regularly attended as part of 
the placement. A ward round for both the adult and child inpatient eating disorders 
units on site was also attended to provide an understanding of inpatient chents and 
their needs.
Visits to the inpatient eating disorders unit on site and a secondary level eating 
disorders service within the trust took place during the six months. This enabled 
familiarisation with different levels of service provision.
A monthly schema focused group was attended during the six-month placement. This 
involved case presentations and discussions around schema focused principles. 
Presentations were given by team members on psychodynamic approaches to working 
with individuals with eating disorders and a two day workshop on motivational 
enhancement was attended.
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RESEARCH DOSSIER
OVERVIEW
This section contains the research under taken while on the 
course. These are the service related research project carried 
out in the first year while on placement, the literature review 
carried out in the second year and the major research 
completed in the third year. A qualitative research project was 
also undertaken in the second year however this was not 
assessed as part of the doctoral course and is therefore not 
included in the portfolio.
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SERVICE RELATED RESEARCH PROJECT
AUGUST 1999
YEARl
A COMPARISON OF PRIMARY CARE AND SECONDARY 
LEVEL REFERRALS IN AN ADULT MENTAL HEALTH 
SETTING USING THE CORE (CLINICAL OUTCOMES IN 
ROUTINE EVALUATION) OUTCOME MEASURE
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ABSTRACT
Objective(s)
To ascertain whether secondary level referrals reflect significantly higher scores than 
those from primary care in a psychology department prior to treatment using the 
CORE outcome measure and to identify any implications for the service.
Design
A comparison o f two samples o f clients.
Setting
Adult Mental Health -  Hospital based Psychology Department 
Participants
Clients referred from primary care and secondary levels (Community Mental Health 
and psychiatry) pre-treatment or from initial assessment.
Main Outcome Measure 
The CORE outcome measure 
Main Results
The CMHT sample was found to obtain a significantly higher total mean than the 
primary care group for the CORE ’risk’ domain. Separate comparisons o f male and 
female participants indicated significant differences between male primary care and 
CMHT data for the ‘risk’ and ‘all items ’ domains. Differences were to lower scores 
for primary care. No significant difference was found between the two clinical 
populations for females.
Conclusions
Results suggest support for the use o f CORE outcome measure as an assessment tool 
within the department. The differences found between primary care and CMHT 
samples described above suggest some support for the existing departmental referral 
system accepting direct referrals from primary care in parallel to those from 
secondary services. The measure’s sensitivity to risk factors implies that it may also 
have useful screening properties for risk management to precipitate urgent referrals.
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A COMPARISON OF PRIMARY CARE AND SECONDARY LEVEL 
REFERRALS IN AN ADULT MENTAL HEALTH SETTING USING THE 
CORE (CLINICAL OUTCOMES IN ROUTINE EVALUATION) OUTCOME
MEASURE
INTRODUCTION
Over the last decade, there has been a growing emphasis on clinical effectiveness in 
the health service and to date this has become a national priority (Baker & Firth- 
Cozens, 1998). The government White Paper, The New NHS (Department of Health, 
1997) has highlighted new initiatives for health care services that aim to promote 
clinical effectiveness and ensure that standards can be met. This includes the 
introduction of clinical governance emphasising the accountability of NHS 
organisations for continuously improving the quahty of their services. It promotes the 
use of a variety of approaches, incorporating the use of clinical audit to monitor 
services, risk management strategies, continuing professional development and 
evidence based practice with a continual means of measuring outcome. More recent 
NHS documentation supports this concept (Department of Health, 1998)
The general shortage of clinical psychologists and long waiting Hsts suggest the 
importance of reviewing appropriate referral systems as one means of enhancing 
clinical standards of care in line with current government policy (Claxton & Turner, 
1997). An initial review of the literature on this topic was carried out using the 
‘Psychlit’ and ‘Medline’ databases (1988 to 1999) and Clinical Psychology Forum 
(1990 to 1999). From this only three papers were found to be relevant. Claxton and 
Turner (1997) reviewed GP referrals to a Clinical Psychology service and found 
evidence to suggest that approximately twenty-three percent of referrals made could 
be categorised as suitable for counsellor intervention. Miller and Creed (1991) 
highlighted the need to redefine working definitions of appropriate referrals following 
an investigation of referrals to Clinical Psychology and Psychiatry. Different models 
of integrative working have also been evaluated (Gask, Sibbald & Creed, 1997). 
According to BPS guidelines for clinical psychology intervention, clients referred to 
psychology services should present with more complex and enduring mental health
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problems (BPS, 1994, as cited by Claxton & Turner, 1997) than those seen by a 
Clinical Psychologist within a primary care setting. Furthermore, it has been 
suggested that community mental health teams should be preserved for the care of the 
most seriously mentally ill (Audit Commission, 1994, Mental Health Foundation, 
1994, as cited by Gask, et al., 1997).
A second area that has come under scrutiny over recent years is the means of 
measuring outcome across clinical services. Recent studies have highlighted the lack 
of standardised measures of outcome across psychotherapy services. A review of 334 
outcome studies published between January 1983 and October 1998 found that a total 
of 851 separate measures were used to assess outcome (Froyd, Michael, Lambert & 
Froyd, 1996). There has therefore been growing interest m the development of a 
standardised measurement or core battery as a means of assessing outcome within 
mental health services.
The CORE system group (Evans, Connell, Barkham, Mellor-Clark, Margison, 
McGrath & Audm, 1998) have developed the CORE (Clinical Outcomes in Routine 
Evaluation) outcome measure with the aim of providing a more standardised means of 
assessing clinical effectiveness within psychotherapy services. This may be used as an 
extension of other methods already estabhshed at assessment or initial screening to 
provide a measure of global distress as well as an outcome tool. Results have 
demonstrated the ability of the CORE measure to distinguish between clinical and 
non-clinical population scores prior to treatment. Furthermore contrasts between 
services have indicated statistically significant higher scores in services accepting 
referrals from secondary and tertiary level compared to those seen within primary care 
(Evans et al., 1998). Extensive research has also been carried out to test its validity 
and reliability with promising results. Preliminary findings suggest that the CORE has 
strong internal and test-retest rehability and provides some correlation with other 
well-established measures. Differences between gender in the clinical samples were 
found to be largely non-significant although males were found to score significantly 
higher on risk associated factors than females.
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One hospital based psychology service was involved in the present investigation. This 
currently accepts referrals from primary and secondary sources. For the purpose of 
allocation they are defined separately. Direct referrals from general practitioners are 
placed on the primary care waiting list. Other secondary referrals from the 
Community Mental Health Team (CMHT) and psychiatry are placed on the CMHT 
waiting lists. The rationale underpinning this system supports the above Hterature in 
that CMHT referrals should reflect those individuals who represent the most seriously 
mentally ill (Audit Commission, 1994, Mental Health Foundation, 1994, as cited by 
Gask, et al., 1997).
The CORE outcome measure has recently been included as a routine outcome 
measure within the service and is currently given to all clients at the start and end of 
treatment. Following the CORE system group findings, it was hypothesised that the 
CORE measure may be able to distinguish between the two referral systems within 
the psychology department.
The main objective of this investigation was to carry out a study of psychology 
referrals prior to treatment using the CORE outcome measure as an assessment tool. 
This aimed to compare the referrals accepted from primary and secondary sources to 
ascertain whether they reflected different scores and to identify any implications for 
the service.
Main hypothesis:
1. Clients referred from the CMHT and other secondary sources will obtain a higher 
score on the CORE measure than those accepted directly from primary care level. .
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METHODS/PROCEDURES
Participants
One hundred and thirty two individuals on the psychology department waiting hst 
prior to treatment were approached for potential involvement in the investigation. 
This consisted of chents referred from the Community Mental Health Team or 
psychiatry at a secondary level and from the general practitioner at a primary level. 
Initial assessment data was also used from twenty-one clients who had already 
attended the department for an initial appointment.
Outcome measure
Information was gathered via the use of the CORE, (Clinical Outcomes in Routine 
Evaluation) outcome measure (Evans et al., 1998, see appendix 1). This was 
developed as a self-report questionnaire to determine an individual’s global distress. 
The reliability and validity of this measure have previously been reported (Evans et 
al., 1998). The measure has a total of 34 items. These address the clinical domains of 
subjective well-being (4 items), symptoms (12 items including anxiety, depression, 
trauma and physical symptoms), functioning (12 items including close relations, 
social relations and hfe functionmg) and risk or harm to themselves and to others (6 
items). The risk item was developed to provide clinical indicators that an individual 
may need more immediate attention. Twenty-five percent of the items are ‘positively’ 
framed. This aims to prevent a biased response from the participant. Items of both low 
and high intensity are also included to enhance sensitivity of the measure.
Each item is scored on a 5 point scale ranging from 0 (not at all) to 4 (most or ah of 
the time). The total score is calculated by adding ah the response values obtained 
from each item. Scores can range between 0 and 136 inclusively. The higher the score 
the more problems the individual is reporting. To account for the different number of 
items in each domain mean scores are calculated for each dimension and for the total 
for each individual. A mean without the risk items included may also be calculated to 
provide further information.
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Procedure
Prior to the investigation the research proposal was submitted to the local ethics 
committee. The reply indicated that ethical approval was not necessary for the project 
suggested (see appendix 2). An a priori power analysis was then carried out based on 
the results obtained by the CORE system group (Evans et al., 1997). This indicated 
that a total of 144 participants would be needed to detect an effect size of 0.26 at a 
power of 0.08 using an independent group t-test with a 0.05 significance level. 
Although a sample of this size was not possible to obtain for this investigation it was 
decided that the research question was still clinically relevant as it had local 
implications for the service.
Individuals on the CMHT and primary care referral waiting lists at the psychology 
department were sent a CORE outcome measure to sample the two clinical 
populations. Due to the time constraints of the investigation, this was carried out over 
a four-week period. All individuals who were waiting for an appointment during this 
period met the criterion for inclusion in the investigation. Data collected from those 
who had initially attended that month were also included in the investigation. One 
hundred and thirty two individuals on the waiting lists were contacted by post. Two 
weeks prior to commencing the study, all appropriate general practitioners acting as 
Mental Health leads within the population served by the trust were contacted and 
provided with an outline of the project (see appendix 3). Each participant on the 
waiting Hst was then sent a letter and information sheet outlining the aims and 
purpose of the study as well as a description of what their participation would involve 
(see appendix 3). It was highlighted that questionnaires would remain anonymous and 
that there was no obligation to take part. Questionnaires were therefore returned on 
the basis of self-selection. Individuals were given a two week period to return the core 
forms to the department. Initial response rates for the primary care group was 40% 
and for the CMHT group 17%. Where appropriate they were then contacted again by 
phone or letter depending on the available information. The age and gender of each 
individual was also collected.
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Statistical analysis
Statistical analysis was predominantly carried out using the Statistical Package for the 
Social Sciences (SPSS) for Windows (Release 8.0). The analysis included 
comparisons with existing CORE normative data (Evans et al., 1997) and between the 
two clinical samples for all domains of the measure. Separate comparisons were also 
made between the primary care and CMHT groups on the basis of gender for all 
domains to provide further information. The data was analysed using one-tailed 
independent group t-tests (parametric).
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RESULTS
Seventy core questionnaires were analysed for the investigation, 24 of which were 
obtained from CORE data collected at initial assessment. The remaining 
questionnaires represented a response rate of 46% from primary care clients and 29% 
from CMHT clients. In the primary care group there were 29 females and 11 males. 
Their age range was between 16 and 52 inclusively. The CMHT group included 15 
females and 15 males with ages ranging from 18 to 57 inclusively.
A comparison of both primary care and CMHT samples with the CORE non-clinical 
sample indicated higher total means in all domains for both clinical groups. These 
differences were found to be statistically significant in the domains of ‘well-being’, 
‘problems’, ‘functioning’, ‘all items minus risk’ and ‘all items’ (p<0.02 one tailed 
test, see appendix 4 for tables of corresponding means, standard deviations and 
statistical values). No statistical comparison was made between the means for the 
‘risk’ domain due to the CORE normative data being skewed. Furthermore mean 
scores from the current clinical samples were also found to be within one standard 
deviation of the CORE clinical population in all domains.
A comparison of primary care and CMHT means in all domains of the measure 
indicated higher scores for the CMHT group (see table 1).
TABLE 1: Means and standard deviations for primary care and CMHT
samples for all CORE domains
ITEMS PRIMARY CARE 
(n =40)
CMHT 
(n =30)
Mean SD Mean SD
Well-being 2.04 0.97 2.39 0.96
Problems 2.26 0.79 2.34 0.95
Functioning 1.72 0.74 1.98 0.83
Risk 0.50 0.60 0.85 0.95
All items -  Risk 1.94 0.71 2.11 0.89
All items 1.72 0.66 1.97 0.79
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The above table indicates that the ‘all items’ mean score for the primary care group 
was 1.717 and for the CMHT group 1.970. Although a difference existed this was not 
found to be significant (t (68) = -1.475, p > 0.05 one tailed test). Further analysis 
indicated no significant difference between the groups in the separate domams of 
‘well-being’, ‘problems’, ‘functioning’ and ‘all items minus risk’ (see appendix 4). In 
the ‘risk’ domain the primary care group obtained a mean of 0.47 and the CMHT 
group 0.85. The data was transformed prior to analysis using a square root 
transformation. This was due to the significant skew and kurtosis levels violating the 
assumption of normal distribution (z = >+ 3.29, p<0.001, see appendix 4 for 
histograms). The difference was found to be statistically significant (t (68) = - 1.651, 
p< 0.05 one tailed test).
Separate analysis of the data for males and females between the two clinical 
populations indicated different results (see appendix 4).
No significant difference was found between total means of female primary care and 
CMHT groups in all domains of the CORE measure. The mean scores obtained did 
not reflect a trend for higher or lower scores in either group (see figure 1, p 141).
A comparison of the mean scores in male primary care and CMHT group indicated 
higher mean scores m all domams of the CORE measure for the latter (see figure 2, p 
142).
Differences in the domains o f ‘well-being’, ‘problems’, ‘ftmctioning’ and ‘total score 
minus risk’ were found to be non- significant. However in the ‘risk’ domain, the total 
mean score for the male primary care group was 0.53 and for the CMHT group 1.16. 
This reached statistical significance at the 0.05 level (t = -1.967, p < 0.05 one tailed 
test). The total mean score in the ‘all items’ domain for the male CMHT group was 
also significantly greater than the score obtained by the primary care group (t (24) = - 
1.768, p < 0.05 one tailed test).
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FIGURE 1: Total mean scores in ali CORE domains for 
females in primary care and CMHT samples
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FIGURE 2: Total mean scores in ail CORE domains for 
maies in primary care and CMHT samples
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DISCUSSION
Results obtained from this investigation seem to support the previous findings 
obtained by the CORE system group (Evans et al., 1998). Both clinical samples were 
found to be significantly different from the normative data on all domains of the 
CORE measure analysed and were also found to fall within one standard deviation of 
their clinical data. Although the ‘risk’ category was not analysed due to the skewed 
distribution of the normative sample the difference was found to be the same. This 
suggests consistency of the measure and re-emphasises the ability of the measure to 
distinguish between clinical and non-clinical samples.
A comparison of primary care and CMHT samples seemed to provide some support 
for the initial hypothesis. In the ‘risk’ category CMHT participants scored 
significantly higher than those from the primary care group.
The above results seem to confirm the rationale of the department and suggest the 
appropriateness of multidisciplinary input for CMHT chents. Furthermore, they also 
provide some support for the BPS and Audit Commission guidelines outlined 
previously (BPS, 1994, as cited by Claxton & Turner, 1997; Audit Commission, 
1994, Mental Health Foundation, 1994, as cited by Gask, et al., 1997). However, it 
could be argued that the remaining non-significant results cannot support the initial 
hypothesis and could be more indicative of a more complex primary care population 
with a higher level of need than previously assumed. However observation of patterns 
of scores indicated higher trends in all domains of the measure in favour of the 
CMHT sample. Furthermore, the difference found between the two samples was 
representative of scores found to be significant in the CORE system group 
investigation (Evans et al., 1998). It may therefore be argued that other design factors 
could have contributed to the results obtained. Restricted availability of participants 
and subsequent poor response rate lead to a small sample of participants in the 
investigation. The size of the sample may therefore have reduced the power of the 
investigation failing to find a significant result when in fact there was one. This may 
also highlight the significance of the scores found in the ‘risk’ category. However,
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only tentative suggestions can be made from the current data and further research 
would be necessary to support this concept.
Separate analysis of both males and females in primary care and CMHT groups 
indicated different results. In the male group, analysis of primary care and CMHT 
samples indicated significantly higher scores in the ‘all items’ and ‘risk’ domains for 
the latter group. As the difference found reached significance with a small sample of 
data, this again suggests it may be highly significant.
These findings seem to reflect results obtained by Evans et al. (1998) and could be 
indicative of a complex male CMHT population. It has been further noted that these 
results seem to confirm clinical impressions, in particular with regards to CMHT 
males who present with a number of risk issues concernmg violence towards others. 
However in the female population under investigation, no significant differences were 
found between the two clinical samples and furthermore the higher trend for CMHT 
participants was not observed. Interestingly, in the domains of ‘problems’ and ‘all 
items minus risk’ the primary care means were actually higher than those obtained by 
the CMHT group. However the difference found was small and non-significant. 
Further research may therefore be necessary to confirm or refute whether this is 
representative of a more general trend, whether it reflects the complexities of the local 
population under investigation or whether it is down to chance.
There are a number of limitations to this investigation, which suggest some caution 
when interpreting the results. Previous discussion has focused on the small sample 
size and its potential effects on the results. Furthermore due to the low response rate, 
it could be argued that the data collected was not representative of the current waiting 
lists.
There were also a number of participant biases that should be taken into 
consideration. Participants selected themselves for involvement in the study and it is 
possible that questionnaire responses may have included false rating of scores in an 
attempt to precipitate a quicker referral. Due to the time constraints of the 
investigation the measure was administered once for each individual. This reduces
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the rehability of scores obtained and hence the abihty to infer from available results. 
However in support of the CORE outcome measure, prior investigations into the test 
re-test reliability of the measure have shown promising results (Evans et al., 1998).
Due to the limitations of this investigation only tentative conclusions can be drawn 
from the results obtained. However, despite this, the results obtained seem to 
highlight a number of implications for the service.
Implications for the service
• The results obtained seem to provide some support for the CORE system group 
investigation. They suggest the potential usefulness of the CORE outcome 
measure as a reliable and valid means of assessing clients and hence the value of 
its continued use within the department.
• The results have provided at least some knowledge about the profile of the current 
waiting list. In particular they have suggested a complex male CMHT population 
with significant needs. Furthermore, findings suggest it is appropriate for a direct 
referral system from primary care to exist in parallel to a system that accepts 
referrals from secondary sources. Therefore for CMHT clients who indicated 
higher scores on all domains of the measure there is better access to ongoing 
multidisciplinary support. This type of information may also be used to aid 
planing of services in the future.
• Results suggest the potential usefulness of the CORE outcome measure as part of 
a general screening process. In this way it may highlight the allocation of possible 
clients to other services. In particular the significant differences found within the 
‘risk’ domain suggest that it may potentially be used as part of a risk management 
process to precipitate urgent referrals.
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APPENDIX 1
Example of CORE measure
CuNICAL 
O utcomes tr. 
Routume 
EVALUATION 0
-Site ID ^
Cfient ID
len an o n iy  numbens oa(v ;. numbara anW -
1 h i
Age^
Maleî:n 
Femate" . r~] .
Sub cod es■-0., 0 ,K ij
, D ate form, given
I,, S ta g e  Completed
:A Assttscmanr
Ffctt T W jpv . S«w ion 
. 3 P: Pn»-th«rapy' (U M pecifkd)
: ■,jy DttnoB Thwapv
LaettherepY «B«sk)r>
; Y AoOow up2
□
r IMPORTAIVr-PLEASEREAD THIS EIRST , ;
~  TWs form has 34 statements about how you have been OVERWME LAST WEEK. 
Please read statement and think how ofterr yoKfelt that way last week.
I ; V tick the box which is closest to ibis.
’ P^ iaseasâBàdark/xnfnotpeiKafandtKjkcieariYwitlimtheboxss.
1 I have feh ternbiy alone, and.kolakd
2 I have felt tense, anxious or nervous
Over the last week
. .  ; , ' . j > ; a U d : - Q =  a  D
Ü I '  Q j z  Q j a  Q 4  I Ip
3 lham fait Ihave'SomeonetotunttO'ter.^Mppoctwhienneeded | [fi
4 I h ave feit O.K. about m yself Q 4  Q 3  Q 2  Q '  Q o  [ [w
 ^ O f oi" Q* I k
6 I have been physically violent to others Q o  Q i  Q j a  Q a  Q 4  [ |r
I T b e e a f e h a b la ^ « * ) ( ) e w |^ # k % s g o  w m ng ^ U K U Q h  O ’ F l b ^   IF
8 I h ave been troubled by ach es, p a n s  or other physical problems [ ^ 0  Q j i  [ ^ 2  ( ^ 3  1 ^ 4  | |p
. 7  7 7  o f  o ;
10 Talking to  people has felt to o  much for m e [ ^ 0  Q j i  Q j i  Q j a  [ ^ 4  | |f
Ti TenaioBrand aaceerhavaL pravented  m ed om g importanttfiinqs X ~ l o  I I t  ? )  jz  [ fca  j L
12 I have been happy with th e  things I have done. Q *  Q j s  Q j z  Q i  Q o  [~ [f
13 I h a v e b e e n ^ s t t ^ ^ u n w a n ^ ^ t h o u g ^  Q o  Q t  Q s  Q e --- j------- [f
14 I have feh  Tike crying Q o  Q i  Q z  Q j a  Q | 4  [ |w
r > ! : -r.
Please turn over
Survey : 65
Hi!
Cofiyhght MHF and CORE Syst«m Group.
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Over the last week
15 th a v e  -feh panic or terror
16 I made plans to end my life
17 I have fdt overwhelmed by myi'problems
18 I have had difficulty getting to sleep or staying asleep
Ql’ Qz Q 3 01“ (
O f  0 | :  Q |2  Q a  □ - »  I Iff
Q o  Q i  Q z  Q j a  Q 4  I |p
20 My problems have been impossible to put to one side Q |o  Q j i  Q  2 Q 3  Q 4  | |p
:»■ 1 have been a tte ro  do r w « t i ^ f t * « W r o  -y ' . ? ,P v ,O f  Q i □ £  L J f
22 I have threatened or intimidated another person Q o  Q j i  O  2 Q a  O *  | |r ‘" 'P
;
Qo Ql Qz Q|3 Q 4 I Ir
as I have thought I have no friends Q o  Q i  Q z  Q s  Q 4  j |f
» . V â Q in ;  Q V 13' [ # o
24  I have thought it would be better if I were dead
28
 ^ +: W -^ L.%
Unwanted images or memories have been distressing me Q j o  Q j i  Q z  Q 3  Q | 4  [ [p
30 I have thought I am to Wame for my problems and difficulties Q | o  Q j i  Q j z  Q 3  Q 4  | |p " P
io-f.
32 I have achieved the things I wanted to □ ,  Q . □= o
= j i _ . i l  d t - ' d ’’ d *  d ^ ^ d »  D t ;
34 I have hurt myself physically or taken dangerous risks with Qjo Q i Q z Qa Q 4 L 
my health ^  ^  ^  ^  '
y c T H A W K  V O U . F O R  Y O U B a » | B | a ^
T ota l S c o r e s  
M ean S c o r e s
(Total score ter aach dirntmion dtwdad by 
numbor of items covneéeted in that dimertston) Q
IW) JE L JEL J 5 L All iw«ti« All m in u s R
Sufv«y:85
lUlli
Page 2
Copyright MHF end CORE System Qroup.
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APPENDIX 2
Letter from local ethics committee
Surrey ^  
^ ^ ^ S u s s e x
H  E  A  L .T  H  C  A  R  E
( liuvlcy H ospital 
West ( iivon Diivi.' 
C raw ley  
West Sussex  
U m i  71)11 
le i; O I2‘).U>()()3()() 
l 'ax :()1 2 ‘)3 60034!
DMF/YC/M24L-15 
9 March 1999
Confidential
Ms Lucy Thomas
Clinical Psychologist in Training
Deparlmenl of Psychology
Horsham Hospital
Hurst Road
HORSHAM
West Sussex RH12 2DR
Dear Ms Thomas
A COMPARISON OF PRIMARY CARE AND SECONDARY LEVEL 
REFERRALS IN AN ADULT MENTAL HEALTH SETTING USING THE 
CLINICAL OUTCOMES IN ROUTINE EVALUATION OUTCOME 
MEASURE
It seems to me that this proposal is audit rather than research and as such does 
not need ethical committee approval
Yours sincerely
Dorothy M France MB FRCP 
Chairman - LREC
AN TRUST
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APPENDIX 3
Copy of letter sent to participants on the waiting list.
Dear
I am a Clinical Psychologist in Training based at the Psychology Department in 
(name).
You probably know that you are on the waiting list for an appointment to see one of 
our psychologists. One of the ways we check the quality of our service in this 
department is to give people a short questionnaire at the beginning and end of therapy.
As part of my degree course, I am researching how usefiil this questionnaire is by 
asking all those on the waiting hst to fill it in and send it back to me. All returned 
answers will remain anonymous.
If you do not wish to take part then you do not have to. However, your participation 
will be making a contribution towards keeping up the high standard of psychological 
work. I have enclosed a questionnaire and a consent form with an outline of the 
project for your information. If you chose to participate, I would be grateful if you 
could return both completed forms in the envelope provided by the 2D* April 1999.
I may try to phone to see if you have received my letter and to assist you with any 
queries you may have.
Thank you for your assistance in this matter and please do not hesitate to contact me 
at the above number if you have any further questions.
Yours sincerely
Lucy Thomas
Trainee Clinical Psychologist
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Copy of consent form sent to participants on the waiting list
Form of consent used by patients/volunteers undergoing investigations connected 
with clinical research.
1. Brief title of project
A comparison of referrals to (name) Psychology Department using the CORE 
(Clinical Outcomes in Routine Evaluation) outcome measure.
2. Explanation of project
The CORE measure to be used in this project is a questionnaire that reflects varying 
difficulties an individual may be experiencing. It is currently used routinely in the 
psychology department before and after treatment with the aim of identifying whether 
an individual has improved in their general well-being.
The reason for carrying out the above project is to test out the use of this measure on 
the local population to provide information on individuals referred to the service in 
order that they may receive the most appropriate input.
Participation in this investigation will involve filling out the enclosed questionnaire 
and returning it in the stamped addressed envelope provided. The questionnaire is 
coded by numbers and will therefore remain anonymous. It will take approximately 
10 to 20 minutes to complete. There will be no risks or hazards involved in 
participating in the study and no degree of discomfort or pain will be felt.
Signed by the person in charge of this project:___ ____________________________
Date:
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Consent Form continued
Form of consent for use by patient/volunteers undergoing investigations connected 
vrith clinical research.
I, (name) _____ '  of
(address) ______ ____ ________________________ _____________________
_________________________________    , give my
consent to undergo the research procedure described overleaf The nature, purpose 
and possible consequences of these procedures, explained overleaf, are acceptable to 
me.
I understand that I am entering this project of my own free will and am free to 
withdraw from this study at any time without necessarily giving any reasons.
I understand that participation or non-participation in the study will not prejudice my 
treatment.
Signed:   '________   Date:
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Copy of letter sent to Mental Health Leads
Dear
I am a Clinical Psychologist in Training based at the Psychology Department in 
(name).
As part of our Audit procedure, I am undertaking a small scale research project. This 
will aim to evaluate the usefulness of the CORE outcome measure used routinely 
within the department at initial assessment and discharge and establish information on 
chents currently waiting for an appointment.
I would like to inform you that I will be approaching all individuals on our waiting 
lists although their participation is voluntary and their answers will remain 
anonymous.
I enclose a copy of the information they will receive. If you have any further queries 
then please do not hesitate to contact me at the above number.
Yours sincerely
Lucy Thomas
Trainee Clinical Psychologist
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APPENDIX 4
Table 2: Means, standard deviations and statistical values for primary care
and CORE non-clinical samples
ITEM NON-CLINICAL 
(N = 1106)
PRIMARY CARE 
(N = 40)
DIFFERENCE
1 Mean SD Mean SD t = P =
Well-being 0.91 0.83 2.20 0.97 9.59 <0.02
Problems 0.90 0.72 2.26 0.62 11.99 <0.02
Functioning 0.85 0.65 1.72 0.74 8.27 <0.02
All non-risk items 0.88 0.66 1.94 0.89 9.87 <0.02
All items 0.76 0.59 1.72 0.79 9.96 <0.02
Risk 0.20 0.45 0.50 0.60 N/A N/A
Risk = N/A due to the skewed distribution of the CORE non-clinical sample 
p value = one-tailed t-test
Table 3: Means, standard deviations and statistical values for non-clinical
and CMHT samples
I
ITEM NON-CLINICAL 
(N = 1106)
CMHT 
(N = 30)
. 1 DIFFERENCE |
Mean SD Mean SD
Well-being 0.91 0.83 2.39 0.99 9.58 <0.02
Problems 0.90 0.72 2.34 0.95 10.70 <0.02
Functioning 0.85 0.65 1.98 0.60 9.41 <0.02
All non-risk items 0.88 0.66 2.11 0.89 9.96 <0.02
All items 0.76 0.59 1.98 0.79 11.05 <0.02
Risk 0.20 0.45 0.85 0.95 N/A N/A
Risk = N/A due to the skewed distribution of the CORE non-clinical sample, 
p value = one-tailed t-test
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Table 4: Means, standard deviations and statistical values for primary care
and CMHT samples for all CORE domains
ITEMS PRIMARY CARE 
(n =40)
CMHT 
(n =30)
DIFFERENCE
Mean SD Mean SD t = P =
Well-being 2.04 0.97 2.39 0.96 -0.809 0.210
Problems 2.26 0.79 2.34 0.95 -0.395 0.347
Functioning 1.72 0.74 1.98 0.83 -1.367 0.085
Risk 0.50 0.60 0.85 0.95 -1.651 0.052
All items -  Risk 1.94 0.71 2.11 0.89 -0.884 0.190
All items 1.72 0.66 1.98 0.79 -1.475 0.073
p value = one-tailed t-test
Table 5: Means, standard deviations and statistical values for primary care
and CMHT females for all CORE domains
ITEMS PRIMARY CARE CMHT DIFFERENCE
Mean ISD Mean SD t = P =
Well-being 2.26 1.03 2.35 0.87 -0.265 0.396
Problems 2.25 0.83 2.13 1.03 0.417 0.340
Functioning 1.77 0.76 1.83 0.65 -0.242 0.405
Risk 0.48 0.56 0.54 0.78 0.38 0.485
All items -  Risk 1.96 0.74 1.87 0.91 0.391 0.345
All items 1.76 0.70 1.81 0.72 -0.221 0.413
p value = one tailed t-test
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Table 6: Total means, standard deviations and statistical values for primary
care and CMHT males for all domains of the CORE measure
ITEM PRIMARY CARE 
(n = 11)
CMHT 
(n = 15)
DIFFERENCE
Mean SD Mean SD P =
Well-being 2.05 0.80 2.44 1.11 -1.004 0.163
Problems 2.28 0.71 2.55 0.85 . -0.858 0.110
Functioning 1.60 0.72 2.14 0.97 -1.566 0.065
Risk 0.53 0.74 1.16 1.10 -1.976 0.03
All items -  Risk 1.60 0.66 2.35 0.84 -1.593 0.062
All items
1
1.61 0.61 2.14 0.53 -1.768 0.045
p value = one tailed t-test.
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Figure 3
Histogram depicting the mean distribution for the ‘risk’ domain of the CORE 
measure within the Primary Care sample.
Distribution of means for PC 'risk' domain
30
20
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Std. Dev = .60 
Mean = .50 
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Figure 4
Histogram depicting the mean distribution for the ‘risk’ domain of the CORE 
measure within the Primary Care sample.
Distribution of means for CMHT 'risk'
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Mean = .85 
N = 30.00
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CMHT = Community Mental Health
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APPENDIX 5
Letter from Psychology Department acknowledging feedback of results
MH/as 
27 July 1999
Ms Lucy Thomas
Psych D Clinical P^chology
Department o f Psychology
University o f Surrey
Guildford
Dear Ms Thomas
Thank you for feeding back to this department the results o f the service-related 
research which you undertook here.
We look forward to your presenting the full report.
Yours sincerely
Margaret Henning 
Chartered Clinical Psychologist
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THF, DEVELOPMENT OF INTRUSIVE MEMORIES IN 
PERSISTENT POSTTRAUMATIC STRESS DISORDER AND 
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THE DEVELOPMENT OF INTRUSIVE MEMORIES IN PERSISTENT 
POSTTRAUMATIC STRESS DISORDER AND THEIR TREATMENT: A 
REVIEW OF THE LITERATURE.
INTRODUCTION
According to the forth edition of the Diagnostic and Statistical Manual of Mental 
Disorders (DSM-IV, American Psychiatric Association: APA, 1994), Posttraumatic 
Stress Disorder (PTSD) is defined as a response resulting from exposure to a 
traumatic event where the person ^experienced, witnesses or was confronted with an 
event or events that involved actual or threatened death or serious injury, or a threat 
to the physical integrity o f self or others’, and that ‘the person’s response involved 
intense fear, helplessness or horror. ’ A  number of symptoms are highlighted which 
remain integral to this diagnosis. These include, repeated and unwanted re- 
experiencing of the event, emotional numbing, persistent avoidance of stimuli 
associated with the traumatic event and hyper-arousal. It is also stated that the 
duration of the symptoms should be more than one month and the disturbance causes 
significant distress or impairment in daily functioning. It has been found that a large 
proportion of individuals will experience some of the above symptomatology 
immediately following a traumatic event but then go on to recover. However, for 
some, symptoms persist leading to the individual experiencing chronic difficulties and 
eventually seeking treatment (Ehlers & Clark, 2000). To date, epidemiological studies 
have indicated that a large proportion of the general population will experience some 
traumatic event during their lives. Traumatic events with links to PTSD include 
childhood physical sexual abuse, adult rape, military combat and natural disasters 
(Leskin, Kaloupek & Keane, 1998). These events are linked by their uncontrollable 
and unpredictable nature.
Re-experiencing of the traumatic event or ‘intrusions’ as they are commonly termed 
have been highlighted as a core feature of PTSD within the hterature (Ehlers & Steil, 
1995, 2000; Foa, Steketee & Rothbaum, 1989). Symptoms can take the form of 
images, thoughts, perceptions, dreams, feeling as if the traumatic event were 
reoccurring and distress and physiological reactivity upon exposure to such
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reminders. These intrusions are repetitive and persistent and can often be significantly 
distressing for the individual experiencing them. It is generally agreed that the 
presence of intrusive memories immediately following a traumatic event represents a 
normal process of adaptation (Ehlers & Steil, 1995). However intrusive symptoms 
often persist and have been found to be a good predictor of chronic PTSD (Baum, 
Cohen & Hall, 1993; McFarlane, 1992). Much of the literature has therefore sought to 
explain intrusive symptoms with the aim of developing appropriate treatments to help 
reduce such distressing and debilitating symptomatology. This will be the focus for 
the following review. The main aims will be to critically review the available 
literature on intrusions in PTSD, to highlight the available evidence base to date, to 
identify any fiiture areas for research and to explore subsequent treatment 
implications. The review will firstly outline the characteristics of intrusions. It will 
then provide an overview of biological, behavioural and cognitive models of PTSD 
focusing on how they explain intrusions. It is beyond the scope of this review to cover 
all the theoretic models put forward and therefore will aim to highlight the most 
comprehensive concepts to date. Associated treatments will be discussed and 
implications for fiiture research highlighted.
CHARACTERISTICS OF INTRUSIVE RECOLLECTIONS
As described above, reexperiencing the traumatic event can take the form of images, 
thoughts, sounds, flashbacks or dreams with most individuals experiencing two or 
more forms. Occasionally they also represent other sensory modalities such as 
olfactory, tactile or gustatory sensations (de Silva & Marks, 1999). The content may 
be directly related to the traumatic event or part of a different experience that had 
some connection. Some individuals have also reported a change in affect without 
specific recollections of the event (Ehlers & Clark, 2000). Intrusions tend to be 
repetitive, persistent and accompanied by increased physiological reactivity and high 
emotional distress to the individual. However the individual’s distress in response to 
intrusions is variable with some individuals experiencing little or no associated 
feelings during the reexperiencing (Ehlers & Steil, 1995).
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Intrusive imagery or visual recollections have been found to be the most commonly 
reported reexperiencing symptom (Ehlers & Steil, 1995). Furthermore research has 
also indicated that visual recollections may be more distressing to the individual than 
other reexperiencing phenomena (Ehlers & Steil, 1995). It has been suggested that the 
number of images commonly experienced by individuals presenting with PTSD will 
be no more than five (Hackmann, personal communication). However, to date, little is 
known about the nature or properties of the images themselves.
Intrusions seem to appear from a variety of triggers related to the trauma memory. 
Triggers may include stimuli from all sensory modalities such as visual, auditory, 
tactile actions or thoughts (VanOyen Witvilet, 1997). It has fiirther been found that 
stimuli do not necessarily have a strong semantic relationship but are often temporally 
associated with the event (Ehlers & Clark, 2000). Recent investigations have 
indicated that many intrusive memories represent stimuli present shortly before the 
traumatic event was about to occur (Ehlers, Hackmann, Clohessy, Steil, Wenninger & 
Winter, in preparation). However some intrusions may have no apparent trigger at all 
(de Silva & Marks, 1999). Intrusions may occur recurrently after the event or not 
develop until a later stage (Cassiday & Lyons, 1992 as cited by Witvilet, 1997). 
Furthermore, they have been found to be inaccessible via intentional recall but are 
involuntarily triggered
It has been argued that traumatic memories may have different properties to other 
non-traumatic memories. Research has suggested that intrusive memories as a whole 
are often characterised by strong sensory and perceptual features, are experienced in 
the ‘here and now’ and often consist of fragments of the traumatic experience rather 
than complete memories (Ehlers & Steil, 1995; van der Ko Ik & Fisler, 1995; Brewin 
et al, 1996). It has been suggested that these characteristics may be representative of 
some underlying dissociative process supported by out-of-body experiences reported 
by some individuals (Van der Kolk & Fisler, 1995). In a more recent investigation 
Reynolds and Brewin (1999) conducted both qualitative and quantitative comparisons 
of intrusive memories in depression and PTSD to try and identify what characteristics 
may be specific to PTSD presentation. They found that out-of-body experiences were 
the primary characteristic that distinguished intrusive memories in PTSD from
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depression and that individuals with PTSD were more likely to feel helplessness 
associated with the event. This seems to provide some support for a dissociative 
element in PTSD and highlights the need to look at associated feelings.
Given the distressing nature of intrusions common reactions to intrusive memories 
will involve distraction from the traumatic memory or attempts to push the memory 
away. Individuals also attempt to avoid any reminders of the event such as people or 
places to prevent reexperiencing. This avoidance behaviour is thought to impede 
emotional processing of the event and prevent habituation hence serving to maintain 
the PTSD symptomatology (de Silva & Marks, 1998).
THEORETICAL MODELS OF INTRUSIONS IN PTSD
It seems reasonable to assume that any theory needs to be able to explain the complex 
and diverse characteristics of traumatic memories. A number of theories have been 
advanced to try and explain these phenomena predominantly within the biological, 
behavioural and cognitive paradigms.
Biological theories
The increased physiological reactivity associated with PTSD is widely recognised and 
has been found to play an important role in the development and maintenance of 
intrusions (Charney, Southwick, Krystal, Southwick & Davis, 1994). This has 
therefore lead to a focus on possible biological mechanisms that may contribute to 
these presenting symptoms. Although no comprehensive biological theory exists, a 
number of theorists have attempted to explain reexperiencing phenomenon (Chamey, 
Deutch, Krystal, Southwick & Davis, 1993; Bremner, Krystal, Southwick & Chamey, 
1996; Mclvor, 1997; van der Kolk & Fisler, 1994).
It is largely agreed that stressful stimuli activate a number of neurochemical systems 
in the brain that may regulate or mediate the processing of the traumatic material by 
effecting memory storage. This process is initially adaptive however excessive 
hormone levels may interfere with the normal process and hence contribute to the
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development and maintenance of intrusive memories (Hagh-Shenas, Goldstein & 
Yule, 1999).
Chamey et al., (1993) argue that stressfiil stimuli initially activate increases in brain 
noradrenergic function in a number of different brain stmctures. These include the 
locus coemleus, the lymbic system (comprising of the hippocampus and the 
amagdala) and the cerebral cortex. Although no direct evidence exists to support this, 
it has been found that there is higher neurochemical reactivity in individuals with 
PTSD compared to those with other psychiatric problems (Bremner, Krystal, 
Southwick & Chamey, 1996).
Once activated the locus coemleus produces two hormones Norepinephrine and 
Cortisol. These are thought to influence the coding of the memory during the 
traumatic event through the amagdala and the hippocampus (Le Doux, 1995). The 
amygdala is thought to play an important role in regulating the strength of fear 
memories by affecting the conditioning and extinction of stimuli associated with the 
original trauma. In highly stressful situations, excessive release of Norepinephrine 
may interfere with amagdala function by creating oversensitivity to trauma-related 
information. This hence facilitates strong stimuli response associations. Due to the 
heightened vigilance to stress related stimuli, a number of stimuli associated with the 
original trauma may elicit reexperiencing of the trauma. The amagdala has direct 
connections to the sensory systems in the cortex. Chamey et al (1993) argue that 
memories associated with the trauma are stored in this structure. The amagdala then 
regulates the effect of hormones on the cortex hence eliciting traumatic memories. 
The subsequent experience of trauma related memories may then lead to re-activation 
of hormones perpetuating a vicious cycle and hence increasing the likelihood of 
persistent intmsions.
The hippocampus has been found to play an important role in the formation of 
contextual memory (Chamey et al., 1993; Van der Kolt & Fisler, 1995). This includes 
encoding and storing of spatial, temporal and linguistic features of the traumatic 
event. Following a traumatic event excessive cortisol release may lead to neuronal 
atrophy in the hippocampus and subsequent impaired functioning effecting the
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complete processing of the traumatic event. Van der Kolt and Fisler (1995) argue that 
failure of the memory categorisation system in the hippocampus may result in 
memories being stored as affective and perceptual states and can explain the 
subsequent fragmentary nature of intrusive images. Memories therefore remain 
unmodified and may enter consciousness as a result of internal or external triggers.
There is some evidence to suggest the importance of the hippocampal structure. In a 
study by Bremner et al. (1995) using Positron Emission Tomography (PET) images, 
results indicated that combat veterans with PTSD were found to have 8% less volume 
in the hippocampus. Furthermore a number of pharmacological studies have 
suggested that intrusive symptoms decrease with decreased noradrenic activity. For 
example Clonidine which is thought to reduce the production of Norepinephrine has 
been found to reduce intrusive recollections (Kinzie & Leung, 1989, Kolb, Burris & 
Griffiths, 1984 as cited by Witvliet, 1997).
Despite these advances biological theory seems limited in that it cannot account for. 
the variation and complexities of intrusive phenomena or individual differences in 
how distressing intrusions are. Furthermore they do not explain why some individuals 
develop symptoms while others do not. Despite these limitations, it has been 
highlighted that these concepts alongside other psychological theories provide an 
interesting foundation for understanding traumatic memories (Hagh-Shenas, 
Goldstein & Yule, 1999). However future research seems necessary to provide a more 
comprehensive understanding.
Behavioural theories
Learning models of PTSD emphasise the role of conditioning in the development of 
PTSD symptomatology. It has been argued that Mowrer’s two-factor theory seems to 
provides a framework to explain reexperiencing symptoms (Leskin, Kaloupek & 
Keane, 1998). It is argued that a fear reaction can become a classically conditioned 
response to stimuli present when the fear reaction originally occurred. Re-exposure to 
similar stimuli may then evoke similar reactions at a later stage as well as memory of 
the trauma. Avoidance strategies may then be used to reduce the distress evoked.
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Situations may be anticipated or individuals may use escape behaviours. However 
avoidance of these situation leads to the conditioned response remaining as no 
alternative response is learned and no extinction takes place. A number of theorists 
have argued that it can explain the clinical symptoms of this disorder including re­
experiencing phenomena (Keane, Zimmering & Caddell, 1985, Kilpatrick, Veronen & 
Best, 1985 as cited by Foa Steketee & Rothbaum, 1989). However it does not seem to 
reflect the individual responses apparent in trauma reactions nor does it provide 
adequate explanation as to why some individuals develop PTSD symptoms and other 
do not. More recently there have been aims to build on these concepts to provide a 
more comprehensive account from a behavioural perspective. Levis and colleagues 
(Wiliams & Levis, 1991) have formulated and empirically demonstrated an extended 
model of Mowers explanation. They suggest that conditioned fear may be especially 
resistant to extinction if ordered in a serial fashion. This resulted from experiments 
with rats who were conditioned to a fear response with serial cues and showed more 
active avoidance strategies. Within this model parallel behaviour in humans may then 
result in further lack of exposure to cues that were part of the traumatic experience 
hence perpetuating the experience of intrusions. The effectiveness of exposure based 
treatments lends support for an associative learning model of PTSD (Leskin et al., 
1998). However it does not seem to account for individual responses to trauma and 
does not seem to take the possible role of cognition into consideration.
Cognitive theories
Although no distinct theory exists to account for reexperiencing symptomatology as a 
discrete presentation, a number of cognitive models have been outlined to try and 
account for the development and maintenance of PTSD Symptomatology. These have 
developed from information processing (Horowitz, 1986; Foa, et al., 1989; 
Chematob, Roitblat, Hamada, Carlson & Twentyman, 1998; Creamer, Burgess & 
Patterson, 1992) and cognitive (Janoff-Bulman, 1985; 1992, Brewin, Dalgleish & 
Joseph, 1995; Ehlers & Clarke, 2000) paradigms. Despite variations between each 
theoretical account they seem to share a general assumption that individuals hold a set 
of pre-existing beliefs based on previous experiences. Experience of trauma provides 
information that may then be incompatible with pre-existing structures and hence
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needs to be adequately integrated into the individuals belief system to prevent 
psychological distress. Attempts to integrate this information can then lead to 
symptoms of PTSD. A number of cognitive factors have been highlighted as playing a 
role in the persistence of PTSD. These have generally focused on the nature of the 
traumatic memory, the maladaptive belief system of the individual and the use of 
dysfunctional control strategies or the effect of both (Ehlers & Clark, 2000). It has 
been argued that despite some limitations cognitive theories remain probably the most 
extensively developed theories to account for the range and complexity of PTSD 
symptomatology (Dalgleish, 1999).
Information Processing models
A number of information processing theories have been advanced to try and explain 
how the nature of the traumatic memory may result in the development and 
maintenance of intrusions. One of the most influential earlier formulations of PTSD 
symptoms was developed by Horowitz, in his concept of Stress Response syndromes 
(1986 as cited by Dalgleish, 1999). His work was originally derived from a 
psychodynamic framework however has been more recently viewed from a cognitive 
perspective. He argued that the main stimulus for incorporating trauma-related 
information into memory comes from a ‘completion tendency’. This represents the 
need to integrate newly acquired information with inner models already established 
within the cognitive system. Horowitz argues that following the experience of a 
traumatic event the cognitive system is overloaded with new information that fails to 
be incorporated into the existing structure. The individual therefore develops defence 
mechanisms to deal with the information resulting in initial denial and numbing. 
However, due to the need to reconcile the old and the new information, the latter 
remains in active memory ready to be incorporated into the individual’s pre-existing 
models. While the individual strives to process the trauma related information it then 
can break through resulting in the reexperiencing phenomena associated with PTSD. 
Failure to adequately process trauma information can lead to persistent 
symptomatology.
A number of theorists have introduced the concept of a fear network originally 
proposed by Lang (1979) in an individuals long-term memory to explain PTSD
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symptoms (e.g., Chematob, Roitblat, Hamada, Carlson & Twentyman, 1988; 
Creamer, Burgess & pattison, 1992). This concept was particularly utilised by Foa, 
Steketee and Rothbaum (1989) in their Associative Memory Network Model. Foa 
and her colleagues argued that traumatic events create fear structures that are 
incompatible with previous beliefs about safety. These fear structures encompass 
information about the traumatic event itself, behavioural, cognitive and physiological 
reactions to the event and information that links the stimulus and response together. 
Because the traumatic experience introduces new incompatible information, this 
needs to be incorporated into the fear network for resolution of the trauma to occur. 
Foa argues that activating the fear structure to integrate new information may result in 
intrusions. A number of cognitive and behavioural strategies may then be used to try 
and reduce distress. These factors prevent complete processing of traumatic material 
and hence lead to persistent reexperiencing phenomena. These concepts seem similar 
to Horowitz’s argument however Foa extends her model by further explaining the 
nature of the fear structure and other cognitive factors which may mediate this 
process.
Foa (1989) has suggested that memories are often fragmentary in nature due to the 
disruption of cognitive processes during the traumatic event. Due to the disruption 
there are a number of erroneous elements or connections within the fear structure that 
can lead to it being easily triggered in the presence of future stimuli leading to 
intrusions. The fear network therefore needs to be re-organised. This seems to parallel 
concepts outlined by others (van der Kolk & Fisler, 1995; Ehlers & Clark, 2000) and 
has subsequently found some experimental support from studies undertaken looking 
at the nature of intrusive memories (van der Kolk & Fisler, 1995; Steil & Ehlers, 
1995). Foa argues that a disjointed fear network may be more difficult to integrate 
with existing more organised memory structures. She also suggests that other 
cognitive factors such as the uncontrollable and unpredictable nature of the traumatic 
event may go against existing belief structures that the individual holds about the 
world and may also make assimilation of new information difficult. These factors 
may then lead to persistent reexperiencing.
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The above accounts provide interesting frameworks within which to view the 
development of intrusive recollections in PTSD. In particular it has been argued that 
they provide a usefiil link between biological and psychological mechanisms of PTSD 
(Witvliet, 1997). However a number of limitations seem apparent. It has been noted 
that most of these theories have difficulty explaining individual reactions to traumatic 
events such as the level of distress or the type of intrusion experienced. Furthermore 
they largely fail to address beliefs about the trauma and its sequelae found to play an 
important role in maintaining the disorder (Ehlers & Clark, 2000). Furthermore 
information seems limited on the processes involved in the failure to integrate new 
information. Foa et al. (1989) have addressed some of these issues within their model. 
They introduce the importance of meaning within their framework particularly with 
reference to the predictability and controllability of the trauma. The model can also 
account for the characteristic fragmentary nature of intrusions found to be apparent 
(Steil & Ehlers, 1995; Van der Kolk & Fisler, 1995). However it has been argued that 
there remains some difficulty operationalising these ideas to explain the range of 
PTSD symptoms and individual responses (Dalgleish, 1999).
More recently a number of cognitive models have been suggested to account for 
PTSD symptomatology which aim to provide additional explanations for the presence 
of persistent intrusive recollections, their characteristics and individual responses to 
traumatic events. Some theories have focused almost exclusively on the content of 
pre-existing beliefs (Janoff-Buhnan, 1992). Despite their utility in enhancing our 
understanding of the role of belief systems it has been argued that they fail to 
conceptuahse what underlying processes may be involved (Dalgleish, 1999). Recent 
theories have attempted to bridge this gap by integrating information processing ideas 
with cognitive factors which could account for individual differences in response to 
trauma (Brewin, Dalgleish & Joseph, 1995; Ehlers & Clark, 2000).
The Dual Representation Theorv
Dual Representation Theory proposed by Brewin and his colleagues (1995) suggests 
that trauma related information is represented at two different levels in memory. The 
first is based on verbally accessible memories that represent ordinary autobiographical 
memories and can be actively retrieved and processed by the individual at a conscious
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level. These involve the individual’s conscious experience of the traumatic event. The 
second level involves situationally accessible memories that are only activated from 
or related to the event itself and are not subject to the individual’s conscious control. 
This information then needs to be integrated into pre-existing models of the world that 
the individual holds to create meaning from the experience.
Within this framework it is argued that both memories are encoded in parallel at the 
time of the trauma and that successful processing of the trauma requires the 
integration of both with pre existing beliefs. However due to the traumatic nature of 
the material the client may engage in a wide range of cognitive and behavioural 
avoidance strategies to prevent full access to situationally accessible memories. This 
impedes processing of the trauma and leads to recurrent reexperiencing symptoms. 
Furthermore Brewin et al. (1995) argue that if the discrepancy between the trauma 
itself and the individual’s existing belief system is too large, processing of the trauma 
will become chronic in nature. If an individual is actively avoiding situations that may 
remind them of the trauma, this may result in the emotional processing not initially 
taking place. In this way subsequent exposure to relevant trauma cues may result in 
the development of intrusions at a later stage hence providing some explanation of 
late onset PTSD.
This theory seems to be able to account for much of the PTSD presentation and 
particularly for late onset reexperiencing phenomena (Dalgleish, 1999). Furthermore 
it highlights cognitive factors such as the appraisal of the trauma that could account 
for individual differences in the persistence of intrusive imagery. However, it seems 
that more information is still needed on the different forms these images take. 
Furthermore it remains unclear as to how the integration of memories takes place and 
how an individual’s belief system impacts upon this process.
A Cognitive Model of PTSD
Ehlers and Clark (2000) have recently introduced a comprehensive account of the 
development and maintenance of PTSD symptomatology including the presence of 
intrusive recollections. Within this framework they propose that persistent PTSD may 
result if an individual processes the trauma in such a way that it leads to a sense of
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current threat. Sources of current threat may arise from the nature of the traumatic 
memories themselves as well as negative appraisals of the traumatic event and its 
sequelae. This seems to incorporate and extend a number of concepts advanced by 
several theorists within this field. Ehlers and Clark argue that the model aims to 
explain the diverse characteristics of intrusive symptomatology as well as other 
phenomena of PTSD.
In line with Brewin et al. (1995), Ehlers and Clark (2000) highlight two routes to the 
retrieval of autobiographical memories. First through higher order conscious 
strategies to retrieve and organise the information and secondly via unintentional 
recall from the presence of stimuli associated with the event. Events are incorporated 
into the memory base predominantly through the first route. When information is 
recalled it is placed within a context of specific information about the event as well as 
pre-existing information relevant to the event and the period of time in which the 
event took place. Ehlers and Clark (2000) argue that persistent intrusions result in part 
from poor elaboration and integration of the traumatic event into its context in place, 
time with existing information and with other autobiographical memories. This may 
then result in difficulty intentionally recalling parts of the trauma while at the same 
time re-experiencing intrusions from trauma related cues.
They further propose that stimuli-response associations are particularly strong for 
trauma related memories. Therefore, there is an increased probability that future 
responding to stimuli present at the time of the trauma will occur leading to a sense of 
ongoing threat. This corresponds to earlier work from Foa et al. (1989). In line with 
this, research has suggested that intrusive memories may represent stimuli present 
shortly before the traumatic event which could act as warning signals that maintain a 
sense of current threat (Ehlers et al., in preparation). They also suggest that there is a 
particularly strong perceptual priming for stimuli paired with the traumatic event and 
that this bias towards trauma related stimuli increase the probably of future 
reexperiencing also.
Ehlers and Clark (2000) highlight a number of cognitive factors that may effect how a 
traumatic event is encoded in the memory. These include the style of cognitive
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processing as well as thought processes during the trauma. Integral to their model is 
the role of the individual’s appraisal of the trauma. They argue that negative appraisal 
of the event may lead to negative emotions which motivate the person to engage in a 
number of cognitive and behavioural strategies to control the ongoing sense of threat. 
These prevent disconfirmation of the individual’s negative beliefs and prevent change 
in the trauma memory hence perpetuating the occurrence of intrusions and other 
symptoms. Results obtained from recent studies with assault victims lends consistent 
support for these concepts (Dunmore et al., 1999, Dunmore et al, in press). In 
particular the negative role of mental defeat has found to be consistently associated 
with persistent PTSD in assault victims (Dunmore et al., 1999; Ehlers, Clark, 
Dunmore, Jaycox Meadows & Foa, 1998). Other theorists have outlined similar 
thought processes such as powerlessness (Kushner et al., 1992) which may be 
involved in the maintenance of PTSD. However more prospective investigations need 
to be carried out to further strengthen these findings.
Ehlers and Clark (2000) also argue that the negative appraisal of PTSD symptoms of 
the trauma may also maintain the disorder. This was initially documented by Steil and 
Ehlers (1995) from investigations which found that individuals may vary in how 
distressed they feel when experiencing intrusions (Shalev et al., 1993). Their results 
suggested that individual differences in levels of distress might be due to meaning 
attached to those recollections by the individual. Strategies then undertaken by the 
individual such as avoidance, distraction or thought suppression to control the 
intrusions may then prevent the change of the meaning attached to these recollections. 
Recent studies with motor vehicle accident survivors (Steil & Ehlers, 2000) and 
assault victims (Dunmore et al., 1999) lend support for these concepts. This could 
have important implications for the focus of treatment and suggests the need for 
further investigations in to the nature of intrusive symptoms per se following a variety 
of traumatic events.
TREATMENT FOR INTRUSIVE RECOLLECTIONS
A number of interventions have been applied to the treatment of PTSD 
symptomatology including psychodynamic psychotherapy or psychopharmacological
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interventions. However the current treatment of choice involves the use of 
behavioural and cognitive behavioural approaches based on the theories outlined 
above (Keane, 1998, as cited by Leskin et al., 1998). Within the cognitive framework 
the aims of treatment are to reduce conditioned anxiety and facilitate the processing of 
traumatic material. This then seeks to help modify trauma-related memories and 
integrate them into the existing autobiographical memory structure. Cognitive 
behavioural interventions broadly incorporate three different approaches. These 
include; exposure which aims to promote habituation to the feared situation, cognitive 
restructuring which aims to modify dysfunctional patterns of thinking and anxiety 
management techniques (Richards & Lovell. 1999). Such interventions aim to reduce 
PTSD symptomatology as a whole and are not necessarily adapted specifically for 
reexperiencing symptomatology.
A number of investigations have demonstrated the effectiveness of behavioural and 
cognitive behavioural approaches in the treatment of PTSD. These include a range of 
single case studies that have indicated positive outcome with different types of trauma 
related distress, (Keane & Kalpoupek, 1982, Black & Keane, 1981 as cited by Leskin 
et al., 1998). Over the last decade, a number of randomised controlled studies have 
also attempted to clarify this further. Foa, Rothbaum, Riggs and Murdock (1991) 
compared four treatment conditions, exposure therapy, stress inoculation therapy, 
supportive counselling and a wait list control group in forty five rape survivors 
presenting with the DSM criteria for PTSD. Results suggested that the exposure 
therapy group showed the greatest overall symptom reduction including 
reexperiencing symptoms at three-month follow up. A recent study carried out with 
clients following mixed trauma also compared four treatment conditions (Marks, 
Lovell, Norshirvani, Livanou & Thrasher, 1996). These were exposure, cognitive 
restructuring, combined exposure and cognitive restructuring and relaxation. Results 
suggested that all treatment conditions reduced symptomatology including 
reexperiencing, but that the former three were significantly more effective than 
relaxation at three and six month follow up. Prolonged exposure has been cited as the 
most effective non-pharmacological treatment of intrusive memories (Otto, Penava, 
Pollack & Smoller, 1996).
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However despite the evidence for the effectiveness of cognitive behavioural 
approaches it has been highhghted that to date it remains unclear whether one 
approach is superior to another (Tarder, Sommerfield, Pilgrim & Faragher, 2000). 
Furthermore there is also evidence to suggest that some individuals are resistant to 
such treatment approaches (Shalev, 1997, Tarder, Pilgrim, Farragher, Reynolds, 
Graham & Barrowclough, 1999 as cited by Tarrier et al., 2000).
Recent investigations have focused on possible factors that could be involved in this 
outcome (Ehlers et al., 1998; Tarder et al., 2000). Ehlers and colleagues have 
highlighted the possible role of mental defeat in the failure to respond to treatment. 
This seems to emphasise the need to develop a fiirthçr understanding of the 
complexities of PTSD as well as refining future treatment packages to take factors 
into account. Hackman (personal communication) has argued that most of the 
available treatments look at the whole memory and that fiirther research needs to 
focus on the specific memories that intrude for any one individual. This may have 
implications for treatment in that the individual would not have to relieve whole 
memory that can often be adverse to recall.
Most of the available treatments focus on the reduction of PTSD symptomatology in 
general. More recently research has highlighted the possible implications of treating 
individual symptomatology. Ann Hackmann has highlighted the potential 
effectiveness of using techniques to manipulate imagery in therapy to bring about 
positive change (Hackmann, 1998). This has been established in other psychiatdc 
disorders and seems particularly relevant to PTSD reexperiencing phenomena where 
the established predominance of visual recollection may warrant more direct 
restructuring techniques of the images themselves (Ehlers & Steil, 1995). However 
before this can be effectively achieved it seams that further research into the nature of 
the visual imagery in PTSD in its own right is necessary.
SUMMARY AND FUTURE CONSIDERATIONS
It has been well established that intrusive recollections form a core symptom of 
PTSD. A growing body of literature exists focusing on the experience of intrusions in
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individuals with PTSD. To date investigations have highlighted a number of specific 
characteristics of intrusive phenomena (Ehlers & Steil, 1995; Van der Kolk & Fisler, 
1995). A number of biological, cognitive and behavioural theories have also been 
advanced to try and explain PTSD symptomatology (eg. Chamey et al., 1994; 
Wiliams & Levis, 1991; Foa et al, 1989). Although no specific models exist for 
intrusive recollections per se, all offer explanations for these phenomena within their 
frameworks. In particular the cognitive models seem to have advanced our 
understanding of the nature of intrusive phenomena as well as providing 
comprehensive accounts for the range and characteristics of PTSD symptomatology 
(Brewin et al, 1996; Ehlers & Steil, 2000). There is also good experimental support 
for a number of these concepts (Dunmore et al. 1999; Ehlers et al., 1998) although 
prospective research seems necessary to provide additional support. However, to date 
research has tended to focus more on intrusive recollections as a whole rather than 
identifying different types of intrusion such as thoughts, images or flashbacks. As a 
result treatment has also tended to focus on PTSD symptoms in general also. Despite 
support for its effectiveness research has indicated that some individuals are resistant 
to treatment (Shalev, 1997, Tarrier, Pilgrim, Farragher, Reynolds, Graham & 
Barrowclough, 1999 as cited by Tarrier et al., 2000). This seems to suggest that 
further investigation is still needed in to the nature and properties of individual 
recollections. Due to the common occurrence of visual imagery play in intrusive 
memories the need to establish a more comprehensive understanding of this specific 
phenomena seems particularly warranted. This may then also have implications for 
treatment.
Intrusive imagery is a common phenomenon in a number of other disorders including 
other anxiety disorders (Wells, 1997) Recent investigations into the nature of intrusive 
imagery in anxiety disorders have highlighted specific properties of intrusive imagery 
that may serve to maintain the imagery. This includes the perspective that the 
individual takes in the image which has been suggested to help maintain symptoms in 
social phobia (Hackmann, Surawy & Clark, 1998). This suggests that future research 
should focus more on the nature and content of intrusive imagery in PTSD. Other 
symptoms have also been associated with persistent PTSD such as dissociation. It has 
been suggested that dissociation may also impede the elaboration of the trauma
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memory and prevent full integration into existing memory structures (Ehlers & Clark 
2000). A recent review of the literature highlighted consistent relationships between 
dissociation and trauma related distress and emphasised the possible role of lack of 
control beyond the occurrence of the traumatic event itself in the maintenance of 
symptoms (Gershuny & Thayer, 1999). This seems to highhght a need for future 
research to investigate the relationship between different symptomatology, subsequent 
feelings and how this may impact on an individual’s presentation. Within this context 
research focusing on how other symptoms such as dissociation may interact with 
intrusive recollections may warrant further investigation.
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ABSTRACT
Aims and Objective(s)
To investigate the possible relationship between taking the observer perspective in 
intrusive imagery, feelings ofpowerlessness, levels o f dissociation and PTSD 
symptom severity and to explore any theoretical or treatment implications.
Design
Correlational design using a semi-structured interview 
Setting
One tier three specialist Traumatic Stress Service and four Psychology Departments. 
Participants,
Twenty individuals who met DSM-TV criteria for PTSD and were in current treatment. 
Main Measures
Posttraumatic Diagnostic Scale (PDS), Trait Dissociation Questionnaire (TDQ),
State Dissociation Questionnaire (SDQ) and visual analogue scales measuring 
distress, vividness and perspective taken when experiencing intrusive imagery.
Main Results
A positive correlation was found between taking the observer perspective in intrusive 
imagery, PTSD symptom severity and state dissociation during the trauma and during 
intrusive imagery but not with powerlessness. Preliminary results suggested that 38% 
o f the variance o f PTSD symptoms could be explained by the other main variables. No 
significant relationship was found between levels o f trait dissociation and subsequent 
state dissociation either during or after the traumatic event.
Conclusions
The preliminary results indicating a positive relationship between taking the observer 
perspective in intrusive imagery, dissociation and PTSD symptom severity have 
provided additional information about the characteristics o f intrusive imagery 
following a trauma. One hypothesis is that taking the observer perspective in intrusive 
imagery and dissociation may have similar maintaining roles in PTSD by impeding 
the emotional processing o f the trauma material. The positive relationship between 
the above variables also suggests that future use o f specific imagery techniques may 
be an additional means o f treating individuals with PTSD. Further research to refute 
or support these findings is necessary before any firm conclusions can be drawn.
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A PRELIMINARY INVESTIGATION INTO THE RELATIONSHIP 
BETWEEN INTRUSIVE IMAGERY AND PERSPECTIVE TAKING.
POWERLESSNESS. DISSOCIATION AND SYMPTOM SEVERITY IN
ADULTS WITH PTSD.
INTRODUCTION
According to the fourth edition of the Diagnostic and Statistical Manual of Mental 
Disorders (DSM-IV), trauma has been defined as an event involving actual or 
threatened death or serious injury to the self or others where the subjective response 
of the individual is one of fear, helplessness or horror (American Psychiatric 
Association: APA, 1994). One type of reaction that may develop from such an event 
is Posttraumatic Stress Disorder (PTSD). This is a complex phenomenon classified by 
a number of different symptoms including repeated re-experiencing of the event, 
avoidance of reminders of the event, hyperarousal and emotional numbing (DSM-IV, 
APA, 1994). It is largely accepted that many individuals will experience at least some 
of the above symptomatology immediately following a traumatic event (Yule, 
Williams & Joseph, 1999). These symptoms may subsequently dissipate but for some 
they persist and can significantly interfere with the individual’s daily functioning 
(Yule et al., 1999). There has therefore been much research into the nature, 
development and maintenance of PTSD over recent decades with the aim of 
establishing effective treatment strategies.
One area that has gained specific attention is the occurrence of re-experiencing 
phenomena following a traumatic event. This has been highlighted as a core feature of 
PTSD and can take different forms such as images, thoughts or dreams (Ehlers & 
Clark, 2000; Ehlers & Steil, 1995; Foa, Steketee & Rothbaum, 1989). The presence of 
re-experiencing phenomena has been found to be a good predictor of chronic PTSD 
and often can cause significant distress to the individual (Baum, Cohen & Hall, 1993; 
McFarlane, 1992). Much of the hterature has therefore sought to clarify the nature of 
this symptomatology. A second area of interest has been the role of dissociative 
phenomena in the development and maintenance of PTSD. Dissociation has also been 
found to be associated with persistent PTSD and has therefore been highlighted as an
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important area to examine (Gershuny & Thayer, 1999). A more detailed account of 
dissociative phenomena will be discussed in subsequent sections.
The following introduction will aim to summarise briefly some of the more recent and 
relevant literature available on the characteristics and theories of intrusive memories 
in PTSD and to highlight any current limitations within the literature. A hill account 
of the known characteristics and theoretical explanations of intrusive memories 
available to date may be found in the Literature Review detailed within this volume (p 
162-173). Subsequently, the focus will be on two distinct areas; firstly the nature of 
intrusive imagery in PTSD and secondly the potential role of dissociation in this 
complex disorder. Both theory and treatment implications will be considered with the 
aim of providing a rationale for the current investigation.
Intrusive recollections in PTSD: characteristics and theoretical explanations
A number of characteristics of intrusive recollections have previously been identified. 
In particular these memories have been found to have strong sensory and perceptual 
features, be experienced in the ‘here and now’ (ie. as if the event is reoccurring) and 
consist of fragments of the traumatic experience accompanied by increased 
physiological arousal and often high levels of distress (Ehlers & Steil, 1995; van der 
Kolk & Fisler, 1995). While posttraumatic intrusions can be distressing, it has also 
been found that some individuals do not become distressed when re-experiencing 
these memories (Ehlers & Steil, 1995). Traumatic memories are triggered 
involuntarily by a variety of different cues which act as reminders of the event, 
although they can also be accessed consciously. Visual recollections or ‘imagery’ 
have been foimd to be the most common and potentially the most distressing type of 
intrusion experienced. However to date little is known about the exact nature of the 
re-experiencing imagery encountered (Ehlers & Steil, 1995).
Although no specific models of intrusive memories exist, a number of different 
biological (Chamey, Deutch, Krystal, Southwick & Davis, 1993), behavioural 
(Leskin, Kaloupeck & Keane, 1998) and cognitive (Foa et al., 1989; Brewin, 
Dalgleish & Joseph, 1996; Brewin, 2001; Ehlers & Clark, 2000) theories of PTSD
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have been proposed which incorporate explanations for PTSD re-experiencing 
phenomena as a whole. As previously indicated, detailed accounts of these theories 
may be found in the hterature review within this volume.
Cognitive models of PTSD have been particularly influential in explaining the 
development and maintenance of re-experiencing symptoms (Brewin, 2001; Ehlers & 
Clark, 2000; Foa et al., 1989). These share a general assumption that individuals hold 
a set of pre-existing beliefs based on their life experience. Information obtained 
following a traumatic event may then be incompatible with pre-existing structures and 
require integration into an individual’s behef system and memory to prevent 
psychological distress. Some theorists have highlighted the possibility that trauma 
related information is processed at two different levels (Brewin et al., 1996; Brewin, 
2001; Ehlers & Clark, 2000). The first seems to represent higher order conscious 
processing of trauma information. The second is lower level unintentional recall from 
the presence of stimuli associated with the event. Following a trauma, information at 
both levels needs to be successftilly integrated into existing memory structures. 
However this integration process may be disrupted due to a number of different 
factors including the nature of the traumatic memory, the maladaptive belief system 
of the individual and the use of dysfunctional control strategies such as avoidance to 
elude distressing symptoms. The failure to adequately integrate new information into 
existing memory structures then leads to the experience of fragments of the trauma 
memory in the form of intrusions.
Ehlers and Clark (2000) have developed and extended these concepts to focus on 
explanations for the individual differences found in the development of PTSD. This 
has been prompted by the observation that only some individuals develop PTSD 
following a trauma whilst others make a full recovery. Ehlers and Clark (2000) have 
proposed that persistent PTSD results if an individual processes the trauma in such a 
way that it leads to a sense of current threat. Integral to their model is a focus on the 
individual’s appraisal of the trauma. They argue that negative appraisal of the event 
may lead to negative emotions. These emotions then motivate the person to engage in 
a number of cognitive and behavioural strategies to control the ongoing sense of 
threat. These in turn maintain PTSD symptoms via three mechanisms. Firstly, use of
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certain strategies have the paradoxical effect of producing more recollections and 
other symptoms. Strategies such as active thought suppression often make the 
memories come too mind more often. Secondly, certain strategies such as safety 
behaviours used to minimise the possibility of further threat prevent change to the 
meaning attached to the event by failing to disconfirm the negative belief. Thirdly, 
actively avoiding thinking about the trauma may prevent the elaboration of the 
memory into existing memory structures, thus preventing change in the trauma 
memory and perpetuating the occurrence of intrusions and other symptoms. The role 
of individual appraisals in the maintenance of PTSD has found empirical support in 
recent investigations. Cognitive appraisals of the event such as mental defeat (Ehlers, 
Clark, Dunmore, Jaycox, Meadows & Foa, 1998) and powerlessness (Kushner, Riggs, 
Foa & Miller, 1992) have been found to be associated with persistent PTSD. This 
suggests the need for ftirther investigations into individual appraisals at the time of the 
trauma and their impact on the maintenance of symptomatology.
Ehlers and Clark (2000) have additionally argued that negative appraisal of individual 
symptoms including intrusions may further maintain the disorder. This stemmed from 
the earlier finding that levels of distress attached to intrusive recollections varied 
between individuals (Ehlers & Steil, 1995). Initial higher levels of distress caused by 
the experience of intrusive imagery have been foimd to predict PTSD severity twelve 
months later following motor vehicle accidents (Mayou, Bryant & Duthie, 1993). 
From a theoretical stance, it has previously been suggested that individuals who 
experience their intrusions as more distressing following a traumatic event are more 
likely to embark on strategies that help avoid or suppress them. As described in above 
sections, this is thought to have the paradoxical effect of increasing symptomatology. 
However Ehlers and Clark’s model incorporates the idea that individual differences in 
distress levels may also depend upon the meaning attached to the intrusion.
In support of the above concepts, Ehlers and Steil (1995) found that the level of 
distress did vary for each individual depending on the meaning they attached to the 
intrusion. A more recent study has provided ftirther empirical support of this finding 
(Steil & Ehlers, 2000). On the basis of their results, Steil and Ehlers have suggested 
that there are two ways in which dysfunctional meanings may help to maintain
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posttraumatic intrusions and other symptoms. Firstly, they argue that increased 
distress resulting from negative meaning will increase the individual’s use of 
cognitive and behavioural strategies that lead to an exacerbation of symptoms. 
Secondly, they propose that an increase in physical arousal following heightened 
distress may fiirther act as an internal trigger for the occurrence of intrusions 
themselves. This seems to suggest the need to acquire a greater understanding of the 
nature of intrusive recollections themselves.
The nature of intrusive imagery: further considerations and implications for 
treatment
The need for a more comprehensive understanding of individual symptoms seems to 
be reflected within the treatment literature. To date the most effective treatments have 
been found to incorporate the use of behavioural and cognitive strategies in line with 
cognitive explanations of PTSD (Foa, Rothbaum, Riggs & Murdock 1991; Marks, 
Lovell, Norshirvani, Livanou & Thrasher, 1996). However it has also been found that 
some individuals are seemingly resistant to these approaches (Shalev, 1997). 
Therefore, it could be argued that a greater understanding of specific symptoms may 
enable the use of treatment techniques that target individual symptoms rather than 
PTSD symptomatology as a whole.
One area of treatment that has gained recent interest is the modification of imagery 
(Hackmann, 1998). Within a cognitive framework this has gained particular interest 
due to the meaning and emotion attached to the experience of images. In particular it 
has been found that the content of images may elicit additional meanings about an 
individual’s appraisals of a situation and the subsequent emotion attached, that may 
not readily be accessed via their thoughts alone (Pavio, 1986 as cited by Hackmann,
1998). In this way a focus on imagery itself may enable quicker and more meaningful 
access to underlying thoughts and accompanying emotions maintaining the 
symptoms. This seems particularly relevant to individuals presenting with PTSD due 
to the common occurrence of intrusive images following traumatic events (Ehlers & 
Steil, 1995) and the role of the individual’s appraisals in the maintenance of the 
disorder (Ehlers & Clark, 2000; Steil & Ehers, 2000). Furthermore, it has been argued
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that the fragmentary nature of intrusive memories in PTSD and the corresponding 
high affect attached to these memories may particularly benefit from specific 
modification techniques to enhance the integration of a more coherent narrative. The 
meanings elicited from the images may therefore be modified using a variety of 
different cognitive behavioural techniques (Hackmann, 1998).
One technique used to modify images is the direct transformation of the image itself 
(Hackmann, 1998). Although a number of characteristics of intrusive memories have 
been identified within the literature, the nature of intrusive imagery in PTSD has yet 
to be frilly determined. A greater knowledge of the nature of these images and their 
possible impact on the maintenance of the disorder may then provide an opening for 
more specific imagery work in treatment.
The role of perspective taking in intrusive imagerv
It has long been established that intrusive images have been found in a number of 
other anxiety disorders. For example, in a study carried out by Beck and his 
colleagues, ninety percent of individuals diagnosed with varying anxiety disorders 
reported experiencing spontaneously occurring visual images (Beck, Laude & 
Bohnert, 1974). More recently, research has focused on imagery in specific anxiety 
disorders such as health anxiety (Wells & Hackmann, 1993), social phobia 
(Hackmann, Surawy & Clark, 1998), and agoraphobia (Hackmann & Surawy, in 
press).
The nature of imagery in social phobia has gained particular interest (Hackmann et 
al., 1998). It has been highlighted that individuals with social phobia use internal cues 
and detailed monitoring of themselves to infer how they appear to others in social 
situations. According to the cognitive model of social phobia (Clark & Wells, 1995) 
individuals may use several different types of information including images to 
monitor how they may appear to others. Clark and Wells (1995) argue that this 
process of monitoring tends to be biased toward information that may support their 
distorted and negative beliefs about themselves, hence maintaining the disorder. 
Recent evidence has suggested that the perspective taken in recurrent images (ie. the 
way in which the individual views the image) in social phobia may also reflect an
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individuaFs distorted perception of how others view them and contribute to the 
maintenance of symptomatology. Hackmann et al. (1998) investigated whether 
individuals with social phobia experienced their images from a ‘field perspective’ 
(experiencing the image as if through their own eyes) or an ‘observer perspective’ 
(viewing the self from an external viewpoint).
Thirty individuals were recruited for the study. These were outpatients referred for a 
treatment trial who met the DSM-IV criteria for social phobia (APA, 1994). The 
social phobia group were compared to a non-patient group matched for gender. Each 
individual was asked about a recent social situation where they had felt anxious. They 
were asked to recall any images they experienced. In the absence of any apparent 
images they were asked to recall their impression of how they came across to others. 
They were asked to rate the perspective of the image on a seven point scale with -3 
indicating the field perspective (seeing it as if through their own eyes) and +3 
representing the observer perspective (seeing it as though they were spectating on the 
self). They were also asked how distorted they felt the image was on a scale of 0 to 
100. Emotional valence attached to the image was also rated independently by a 
clinical psychologist who was blind to whether the participant was allocated to the 
social phobia or control group. Of the 30 participants in each group, 29 of the social 
phobia group and 18 of the control group reported an image or impression during a 
recent episode of social anxiety. The social phobia group was found to score 
significantly higher on the extent that their images or impressions were seen from an 
observer perspective (t = 4.9, p<.001) Images in the social phobia group were also 
rated significantly more negatively than the control group. Hence, they concluded that 
viewing the self negatively was contributing further evidence for a negative pubhc 
self and therefore maintaining symptomatology.
Research has also highlighted evidence of the observer perspective in images of other 
anxiety disorders such as agoraphobia (Hackmann & Surawy, in press). It has been 
found that these involve seeing images of experiencing panic symptoms in difficult 
situations. However, in line with social phobics, individuals with agoraphobia also 
seem to focus on the interpersonal context in which the event occurs. For example an 
agoraphobic individual may describe images in which they are ignored or unable to
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find help. These social-evaluative issues have been found to distinguish both 
agoraphobia and social phobia from other anxiety problems, such as blood injury 
phobia on perspective taking in imagery (Wells & Papageorgiou, 1999). Despite their 
similarities, it has been premised that the two disorders may differ in the emotions 
associated with the perspective taken. In particular, it has been suggested that the 
observer perspective in agoraphobia may be more associated with feelings of 
powerlessness rather than social anxiety (Hackmann, personal communication).
Knowledge of the perspective taken in these anxiety disorders has enhanced our 
understanding of further factors that contribute to anxiety maintenance. Furthermore, 
a more comprehensive understanding of the nature of imagery in social phobia and 
agoraphobia has provided additional opportunities for the use of specific treatment 
strategies. Particularly relevant is the use of imagery modification techniques such as 
‘abandoning the spectator position’ (Hackmann, 1998). In social phobics, this has 
been shown to enable the individual to abandon the distorted view of themselves and 
focus more on the true reactions of others. To date, it is not yet known what 
perspective individuals presenting with PTSD take when experiencing their intrusive 
imagery or what feelings or meaning may be attached to these. A greater 
understanding of the perspective taken in intrusive imagery and related affect may 
therefore have important implications for both theory and treatment of PTSD. The 
concept of powerlessness or perceived lack of control has been associated more 
generally with PTSD severity (Kushner, Rigus, Foa & Miller, 1992). Kushner and 
colleagues interviewed 140 female assault victims. The Perceived Controllability 
Scale (PDS) was developed for the purposes of their investigation. This comprised of 
9 items on a 5-point scale and tested general control (3 items), control of future 
attacks (3 items) and control during the attack (3 items). They found that PTSD 
symptoms were more severe in those individuals who reported less perceived general 
control over negative events. It may therefore be useful to investigate the relationship 
between the perspective taken m intrusive imagery following a traumatic event and 
feelings of powerlessness.
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Dissociation and PTSD
A second area of investigation that has seen a resurgence of interest is the relationship 
between traumatic events, trauma related distress and dissociative states. It has been 
argued that dissociation is a difficult construct to define and that this is reflected in the 
literature where a number of inconsistencies are apparent. However a number of 
conceptualisations have been put forward to broadly explain this phenomenon. 
Dissociation is generally thought to be a multidimentional phenomenon involving an 
altered state of consciousness (Gershuny &Thayer, 1999). According to the DSM-IV 
criteria, emotional numbing, depersonalisation, derealisation and amnesia form core 
parts of the dissociative spectrum (APA, 1994). These concepts have also been 
acknowledged as part of the dissociative spectrum by a number of other researchers 
(eg. Steinburg, 1995; Merckelbach & Muris, 2001). Depersonalisation refers to an 
individual losing their sense of self and having the impression of being outside their 
bodies viewing themselves from a distance. Dissociation has been described as a state 
that most individuals may experience at some point to some extent. However it is 
widely acknowledged that dissociation may also be spontaneously evoked under 
extreme threatening conditions (Irwin, 1998).
A number of empirical studies have lent support for a relationship between 
dissociation and PTSD following a traumatic event (Foa, Riggs & Gershuny, 1995; 
Herman, 1997). Evidence suggests that ‘spacing out’ or peritraumatic dissociation at 
the time of the trauma is a significant predictor of the development of PTSD 
symptomatology (McFarlane, 2000; Ehlers, Mayou & Bryant, 1998). It has also been 
found that levels of dissociation are predictive of subsequent levels of trauma-related 
distress. In an investigation of Israeli civilians, the dissociative state of the individual 
was found to be the strongest predictor of PTSD severity when compared to other 
variables such as gender, age, education and remaining PTSD symptoms (Shalev, On* 
& Pitman, 1993), Gershuny and Thayer (1999) have recently reviewed the literature 
on dissociation and PTSD and have highlighted positive trends between levels of 
dissociation and subsequent diagnosis and severity of PTSD symptoms following a 
range of different traumatic events. Much of the literature has therefore sought to
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clarify the nature of dissociative states and their possible role in the development and 
maintenance of PTSD.
From a theoretical stance, dissociation is thought be a spontaneously evoked reaction 
in response to extreme levels of stress (Gershuny & Thayer, 1999). If the individual is 
unable to physically escape the situation then they can psychologically remove 
themselves from the stress by altering their state of consciousness. However it has 
been suggested that prolonged use of dissociation during or after the trauma may 
hinder both the informational and emotional processing of the event by preventing 
access to strategies necessary to help provide a more coherent memory narrative. As a 
result the traumatic information remains disjointed and full processing of the trauma 
information does not occur, thus leading to the continued fragmented quality of the 
trauma memory, hence contributing to the development and maintenance of PTSD 
symptoms (Brewin, 2001; van der Kolk & Fisler, 1995; Ehlers & Steil, 1995).
The connection between dissociation and the impeding of informational processing 
has been empirically supported (Waller, Quinton & Watson, 1995). However there 
remain a number of idiosyncrasies or methodological limitations within the literature 
that prevent a more comprehensive understanding of the relationship between 
dissociative states and PTSD phenomena. The current limitations have been 
highlighted by Gershuny and Thayer (1999) in their recent review paper which 
highlights the need for further research into a number of specific areas. In particular 
they emphasised the lack of clarity to date that remains around the question of why 
some individuals experience more dissociative symptoms than others following 
trauma. Gershuny and Thayer (1999) proposed a number of possible research areas 
that may help to address some of these discrepancies. These included examining the 
possible relationship between levels of trait dissociation and subsequent dissociative 
states during or following a traumatic event. They further highlighted the need to 
address dissociation in relation to other specific symptoms in individuals presenting 
with PTSD. The need for further investigation into dissociative processes and their 
subsequent impact on the development and maintenance of PTSD has also been 
highlighted by other researchers (van der Kolk & Fisler, 1995).
193
Major Research Project
Intrusive imageiy and dissociation in PTSD -  the rationale for research
Previous research has highlighted a possible relationship between traumatic memories 
and dissociation. It has been suggested that the fragmented properties of intrusive 
phenomena may be representative of some underlying dissociative process (van der 
Kolk & Fisler, 1995). This has been supported by empirical research that revealed 
‘out of body’ experiences to be the primary characteristic of intrusions in individuals 
with PTSD when compared to individuals with depression (Reynolds & Brewin, 
1999). This suggests that investigation of intrusive imagery as the most common re- 
experiencing symptom in relation to dissociation may further our knowledge of the 
PTSD presentation as a whole. As previously discussed, much of the anxiety disorder 
literature has focused on the perspective taking in intrusive imagery and its possible 
role in the maintenance of symptomatology (Hackman et al., 1998; Hackmann & 
Surawy, in press). The concept of the ‘observer perspective’ or watching the self 
from an external pomt of view seems to draw some parallels with the dissociative 
concept of ‘depersonalisation’ where an individual loses their sense of self and has the 
impression that they are outside their bodies viewing themselves from a distance. It 
could therefore be hypothesised that there is a link between dissociation and the 
perspective taken in intrusive imagery in individuals with PTSD. As previously 
established, it has also been premised that powerlessness may be associated with the 
observer perspective in anxiety disorders such as agoraphobia (Hackmann, personal 
communication) and research has linked powerlessness to PTSD severity (Kushner et 
al., 1992). Perceived control has further been highhghted as a possible variable 
associated with levels of dissociation (Gershuny & Thayer 1999). It could therefore 
be hypothesised that there is a relationship between these different symptoms and 
their associated feelings.
As outlined earher, intrusive imagery has been highhghted as a core feature of PTSD 
(Ehlers & Steil, 1995; Foa et al, 1989). In particular, its established role in persistent 
PTSD symptomatology and associated distress seems to emphasise the need for a 
comprehensive understanding of its role in this complex disorder (de Silva & Marks,
1999). Recent developments in the use of specific imagery modification techniques 
(Hackmann, 1998) suggests that a further understanding of the nature of intrusive
194
Major Research Project
imagery may provide important possibilities for the use of these specific treatment 
techniques. Enhancing our understanding of dissociation also seems to be relevant due 
to the positive links between dissociative phenomena and persistent PTSD (Gershuny 
& Thayer, 1999). The preliminary links made between dissociation and intrusive 
memories as a whole (van der Kolk & Fisler, 1995) suggest that the above rationale 
for a relationship between dissociation and intrusive imagery warrants fiirther 
investigation. This will be the focus of the following research.
Research objectives
The main objective of the current study was to investigate, in line with the above 
rationale, the possible relationship between levels of dissociation, PTSD severity, 
perspective taking in intrusive imagery, and feelings of powerlessness. Secondary 
objectives included investigating the impact of trait levels of dissociation prior to the 
trauma on subsequent dissociative states. This aimed to address some of the research 
limitations outlined previously (Gershuny & Thayer, 1999). A number of hypotheses 
were proposed based on the above objectives.
Main Hypotheses/research questions
1) (a) A positive correlation will exist between severity of PTSD symptoms, taking 
the observer perspective in intrusive imagery, feelings of powerlessness and levels 
of dissociation.
(b) State dissociation, taking the observer perspective in intrusive imagery and 
feelings of powerlessness will predict PTSD symptom severity.
2) Levels of trait dissociation prior to the event will positively correlate with state 
levels of dissociation during or after the traumatic event.
3) In line with previous findings, state dissociation during the trauma will be 
positively correlated with PTSD severity.
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METHODS/PROCEDURES 
Participants
20 individuals (13 females, 7 males) who had experienced a discrete traumatic event 
and who met the DSM-IV criteria (APA, 1994) for PTSD participated in the 
investigation. A summary of the DSM-IV criteria for this category is given on page 
196). Thirty individuals were originally approached and ten declined to take part. This 
indicated a response rate of sixty percent. Ages of the participants ranged from 19 
years to 57 years (mean age 39.42 years, s.d. 11.60). Participants included in the 
investigation had experienced a variety of different traumas and some reported 
experiencing more than one event. For the most significant event, 11 (55%) reported 
they had been involved in a serious accident (road traffic accident, rail crash or fire), 3 
(15%) had been sexually assaulted, 3 (15%) had been non-sexually assaulted, 1 (5%) 
had been a victim of a terrorist attack and 2 (10%) had found a dead body.
Individuals were recruited from a number of different specialist and outpatient mental 
health services. These included a tier three specialist Traumatic Stress Service and 
four outpatient psychology departments. It had been anticipated that 30 participants 
would be recruited to take part in the investigation. This was in line with the social 
phobia study carried out by Hackmann et al. (1998). However low referral numbers 
created difficulties with recruitment that were not predicted. Issues of recruitment 
were addressed in a variety of ways. These issues and the subsequent effect of low 
participant numbers will be reviewed more fully in the discussion section.
All participants were in current treatment and had engaged in three or fewer sessions 
with their therapist. This cut-off point was established following communication with 
clinicians regarding changes in symptomatology during treatment. It was anticipated 
that individuals seen within this time frame would be more likely to report symptoms 
that had not been significantly impacted upon at the early stage of treatment. 
Participants were excluded from the investigation if they were experiencing co- 
morbid psychotic symptoms, were under the age of eighteen, did not read or 
understand the English Language or were refugees.
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Summary of DSM-IV Criteria for Posttraumatic Stress Disorder (APA, 1994)
A. The person has been exposed to a traumatic event where:
(1) they experienced or witnessed threatened or actual death or serious injury to 
self or others
(2) their response involved intense fear, helplessness, or horror
B. The traumatic event is reexperienced in one (or more) ways:
(1) recurrent and intrusive distressing recollections (eg. images, thoughts)
(2) recurrent distressing dreams
(3) acting or feeling as if the traumatic event were recurring (eg. illusions, 
hallucination and dissociative flashback episodes)
(4) intense psychological distress at exposure to internal or external cues
(5) physiological reactivity on exposure to these internal or external cues
C. Persistent avoidance of stimuli associated with the trauma and numbing of
general responsiveness as indicated by three of the following:
(1) efforts to avoid thoughts, feelings or conversations related to the trauma
(2) efforts to avoid activities, places or people associated with the event
(3) inability to recall an important aspect of the trauma
(4) diminished interest or participation in significant activities
(5) feelings of detachment or estrangement fi-om others
(6) restricted range of affect
(7) sense of foreshortened future
D Two dr more persistent symptoms of increased arousal:
(1) difficulty falling or staying asleep
(2) irritability or outbursts of anger
(3) difficulty concentrating
(4) Hypervigilance.
(5) exaggerated startle response
£. Duration of the disturbance is more than one month.
F. The disturbance causes clinically significant distress or impairment in
social, occupational, or other important areas of functioning.
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Design
A correlational design was used in this study. This involved the use of a semi­
structured interview with each participant incorporating a series of standardised 
questions, questionnaires and analogue scales asked in a fixed order focusing on the 
traumatic event itself as well as their presenting symptomatology. Details of the 
procedure and interview format used will be discussed in later sections.
Measures
A number of different measures were used as part of the investigation. These include:
■ Posttraumatic Diagnostic Scale (PDS: Foa, Cashman, Jaycox & Perry, 1997)
■ Trait Dissociation Scale (TDS: Murray, 1997)
■ State Dissociation Scale (SDQ: Murray, 1997).
■ Visual Analogue Scales measuring powerlessness, vividness and distress of 
intrusive images and perspective taken when experiencing intrusive imagery.
Posttraumatic Diagnostic Scale (PDS, Foa et al., 1997). The PDS is a standardised 
self report questionnaire consisting of 49 items which assesses presenting 
symptomatology corresponding to DSM-IV criteria for PTSD (APA, 1994) as well as
providing an indication of severity of PTSD symptoms (see appendix 1 for copy).
Four different sections are incorporated into the questionnaire. The first section refers 
to the actual traumatic event experienced. The individual is initially provided with a 
list of traumatic events and asked to indicate those relevant to their experiences. In 
section two they are then asked to indicate the most traumatic event and briefly 
describe what happened. The remainder of the questionnaire is completed with 
reference to the most traumatic event identified. Individuals are then required to 
provide a yes/no response to a number of questions about physical injury to 
themselves or other and whether they felt helpless or terrified at the time of the 
trauma. Section three addresses any symptoms they may have been experiencing. The 
individual is required to rate how often they experience 5 re-experiencing, 7
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avoidance and 5 arousal symptoms on a four point scale where 0 = ‘not at all or only 
one time’, 1 = ‘once a week or less / once in a while’, 2 = ‘2 to 4 times a week / half 
the time’ and 3 = ‘five or more times a week’. They are asked how long they have 
been experiencing these symptoms and when they first developed. The fourth and last 
section provides a fist of different areas of fimctioning that may have been affected 
following the traumatic event. The individual is required to provide a yes/no response 
as to whether each area has been affected or not. For a diagnosis of PTSD, the 
individual must indicate a perception of physical injury; a sense of being terrified or 
helpless during the event; occurrence (a score of 1 or higher) of at least one re- 
experiencing, 3 avoidance and 2 arousal symptoms for a period of one month or 
greater and report an impairment in at least one area of functioning. To obtain severity 
of symptoms the individual’s scores on specific symptoms are totalled. The total score 
may then fall into a number of different categories of PTSD symptom severity. These 
cut off scores are based on preliminary findings (Foa, 1995) and are outlined below.
‘Mild’ = Less than or equal to 10
‘Moderate’ = 11 -  20 inclusive
‘Moderate to severe’ = 21 -  35 inclusive
‘Severe’ = 36 and above.
The PDS was tested for rehability and validity on a group o f264 individuals who had 
experienced a variety of different traumatic events including accident or fire, sexual 
assault, non-sexual assault and combat or war (Foa, Cashman, Jaycox & Perry, 1997). 
Results indicated high internal consistency (alpha 0.92) high test-retest reliability for a 
PTSD diagnosis (n= 110, kappa, 0.74, agreement 87%), and satisfactory test-retest 
rehability for symptom severity (n = 110, r -  0.83). Satisfactory validity was also 
found between the PDS and the Structured Clinical Interview for DSM-III-R for 
PTSD (SCID-PTSD: Spitzer, Williams, Gibbson & First, 1990) (n = 264, kappa, 0.65; 
specificity, 0.89; sensitivity 0.75; agreement 82%). The above figures are comparative 
to the general values suggested for good reliability (0.080) and validity (0.050) of
measures (Barker, Pistrang & Elliot, 1994). The PDS was therefore felt an
appropriate measure to use for the purposes of this investigation.
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Trait Dissociation Questionnaire (TDQ: Murray 1997). This is a self-report measure 
incorporating 38 items developed to assess an individual’s trait levels of dissociation. 
Items fall into seven groups of dissociative symptoms. These include; detachment 
from others and world, a sense of split self, lability of mood and impulsivity, 
inattention and memory lapses, emotional numbing, confiision and altered time sense 
as well as amnesia for important life events. For each question, the individual is 
required to indicate on a 6 point scale where 0 = ‘never’, 1 = ‘rarely’, 2 = 
‘sometimes’, 3 = ‘often’, 4 = ‘mostly’ and 5 = ‘always’ how they felt before the 
traumatic incident. The sum of scores then provides a rating’of trait dissociation (see 
appendix 2 for copy). The questionnaire was developed and tested on a non-clinical 
sample of 240 individuals for rehability and validity. Results indicated that the 
measure had good internal consistency (alpha, 0;93) and test-retest rehability (r =
0.86, n= 83, p <0.0005). Subsequent research on a small clinical sample of 28 
individuals who had experienced a road traffic accident has found good internal 
consistency (alpha, 0.92) and test-retest rehability (r = 0.74, n = 16, p<0.001). 
Preliminary results on a non-clinical population also suggest that the TDQ is a valid 
measure of trait dissociation (Murray, 1997). Reasonable predictive validity was 
found in that TDQ was able to discriminate between patients with and without chronic 
PTSD after 4 weeks (t = 3.34 (14), p<0.005) and 6 months foUow-up (t = 2.39 (13), 
p< 0.03). The author also argues that the TDQ taps a number of different groups of 
dissociative symptoms highlighted within the literature that are not necessarily 
represented in other available measures.
State Dissociation Questionnaire (SDQ: Murray, 1997). This is a self-report measure 
incorporating 9 items developed to assess an individual’s state levels of dissociation at 
specific times. For each question, the individual is required to rate their experience at 
the specified time on a 5 five point scale where 0 = ‘not at ah’, 1 = ‘a httle’, 2 = 
‘Moderately’, 3 = ‘strongly’ and 4 = ‘very strongly’. The sum of scores then provides 
a rating of state dissociation The SDQ was origmally developed for use with assault 
victims. Results indicated that the SDQ had good mtemal consistency (alpha, 0.79, n 
= 129). Due to the concise nature of the questionnaire, it was also felt to be a practical 
and appropriate measure to use for this investigation. Two versions were modified for 
the purposes of this investigation (see appendix 3 for copies). Version 1 was
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concerned with state dissociation during the trauma and version 2 with state 
dissociation when experiencing flashbacks.
Visual Analogue Scales. A number of different visual analogue scales were 
incorporated into the investigation as outcome measures (see Appendix 4).
1. Powerlessness Analogue Scale. This involved asking participants to rate how 
powerless they felt on an analogue scale of 0 to 10, where 0 = ‘not at all 
powerless’ and 10 = ‘completely powerless’ both during the trauma and during 
the occurrence of intrusive imagery.
2. Distress Analogue Scale. This involved asking participants to rate how distressed 
they felt on a percentage scale of 0 to 100 where 0 = ‘not at all distressed’ and 
100 = ‘completely distressed’ when experiencing intrusive images.
3. Vividness o f Image Analogue Scale. Participants were asked to rate how vivid 
their intrusive images were on a percentage scale of 0 to 100 where 0 = ‘not at all 
vivid’ and 100 = ‘completely vivid’.
The above scales were developed for the purposes of this investigation. An analogue 
scale was used for measuring feelings of powerlessness due to the apparent the lack of 
a standardised measure within the literature. The distress and vividness of image 
scales were included to provide further information about the characteristics of 
intrusive images in line with previous literature (Ehlers & Steü, 1995).
4. Perspective Taking Analogue Scale. This aimed to measure the perspective taken 
when experiencing intrusive imagery and was based on the scale used by 
Hackmann and colleagues in their social phobia study (Hackmann et al., 1998). 
Participants were asked to rate the perspective of the hnage on a 7 point scale 
where -3 = ‘field perspective’ (viewing situation through their own eyes) and +3 
= ‘observer perspective’ (looking at the self fi*om an external point of view).
Details of Procedure
Prior to the investigation being undertaken written ethical approval was obtained from 
two research ethics committees (see appendix 5). Individuals who met the criteria for
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inclusion in the investigation were approached by their allocated therapist. They were 
then given a patient information sheet that outlined the investigation and asked 
whether they would be prepared to take part (see appendix 6). Individuals who agreed 
to take part were interviewed independently by the researcher on one occasion for a 
period of approximately forty-five minutes. At the start of the interview, signed 
consent to take part was obtained from each participant (See appendix 6) A semi­
structured interview was then administered to each participant.
Semi-structured interview
Prior to collecting the data the interviewer briefly explained the contents of the 
interview and provided the patient information sheet for the individual to read again 
and ask any questions. It was emphasised to each individual that their agreement to 
take part in the investigation was completely voluntary and that they did not have to 
answer any of the questions asked. It was explained that if the person became 
distressed and did not want to continue, then the interview could be terminated at any 
point. It was also highlighted that none of the above actions would effect the 
individual’s treatment in any way.
Background information was initially collected on a number of different participant 
characteristics (see appendix 7). The information obtained included the ethnicity of 
the individual as well as their marital status, education and occupation at the time of 
the interview. Individuals were then asked to fill out the Trait Dissociation 
Questionnaire (Murray, 1997) for the ‘usual’ them (ie. how they felt) before the 
traumatic event occurred. Next, participants were asked questions fi-om the PDS 
regarding their traumatic experience and presenting symptoms. Following completion 
of the PDS participants were asked to rate how powerless they felt during the trauma 
on the analogue scale of 1 to 10 described above. They were also given the SDQ 
(version 1) and asked to answer each item for how they felt during the trauma.
Intrusions Section
The second part of the interview focused more specifically on any intrusive imagery 
the individual may have been experiencing. The format for the interview was based 
on the perspectives taking interview used in the social phobia study (Hackmann et al..
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1998). Each individual was asked whether they could identify any intrusive images 
and if ‘yes’ then the number of different images they had. Participants were then 
asked to briefly describe the most distressing image for them. Levels of distress and 
vividness of the image were assessed separately on self-report analogue scales 
described previously. Participants were also asked to fill out the SDQ (version 2) for 
how they felt when experiencing this image and to rate how powerless they felt at that 
time. FoUowmg this, individuals were asked to rate the perspective taken when re- 
experiencing the most distressing image using the analogue scale (-3 to +3) described 
above. Participants were asked to rate whether the predominant perspective was, ‘one 
of viewing the situation as if looking out through your eyes, observing the details of 
what was going on around you’ (field perspective) or ‘one in which you were 
observing the self, looking at the self from an external point of view’ (observer 
perspective) in line with Hackmann et al. (1998). The concept of perspective was 
further elaborated if the individual found it difficult to comprehend.
The above section on imagery was then repeated for the most frequent image the 
individual experienced. If this was the same as the most distressing image then 
questions were asked about the next most distressing image. If the individual reported 
only one image then no further questions were asked. The participant was then 
debriefed and given the opportunity to ask questions.
Summary of Procedure
1. Participants were given a patient information sheet by their psychologist and 
asked whether they would like to take part in the investigation.
1. Each participant was interviewed for 45 minutes by the researcher.
2. Background information was collected and the TDQ and PDS administered.
3. A rating of state dissociation (SDQ) and powerlessness during the trauma was 
obtained.
4. Information was acquired about the number, frequency per week, vividness and 
distress, of participants most distressing/frequent intrusive images.
5. A rating of state dissociation (SDQ), perspective taken and powerlessness was 
obtained for the most distressing/frequent intrusive image.
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RESULTS 
Statistical analysis
Results of the investigation were analysed using Statistical Package for the Social 
Sciences Release 10 for Windows (SPSS Release 10). Prior to the analysis, the data 
was reviewed to see if it met the assumptions for the use of parametric tests including 
normal distribution. Tests were carried out on the main variables under investigation 
to indicate whether they were normally distributed. The variables included:
Trait dissociation 
State dissociation during trauma 
Powerlessness during trauma 
State dissociation during imagery 
Powerlessness during imagery 
Perspective taken during imagery 
Severity of PTSD symptoms
Firstly, the normal distribution was explored by obtaining values for skewness and 
kurtosis. Results indicated that some of the variables under investigation displayed 
skewness and/or kurtosis where values were greater than +1 or -1 (values based on 
suggested cut-off points when exploring data for normal distribution, Tabachnick & 
Fidell, 2000) (see appendix 8 for scores). A Kolmogorov-Smimov Goodness of Fit 
test was then carried out to explore the significance of these findings. Results 
indicated that the distribution of scores for the variables, PTSD symptom severity, 
trait dissociation, state dissociation (during the trauma and imagery), powerlessness 
during the imagery and perspective taken during the imagery were not significantly 
different from a normal distribution (see appendix 8 for scores). However, 
powerlessness during the trauma was found to be significantly different from the 
normal distribution (Z = 1.761, p = 0.004). Although the above results indicated most 
of the variables to be normally distributed, it has been argued that determination of 
this is more difficult with small samples (Bryman & Cramer, 2001). As the 
participant number in the current investigation was small, caution was applied to the
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data and non-parametric analysis was used rather than transforming the powerlessness 
variable and using parametric tests.
Results were therefore analysed using non-parametric Spearman’s correlations to test 
the hypotheses outhned previously. The data was also screened for any outliers 
evident in the main variables under investigation as these have been found to have an 
impact when carrying out correlational analysis (Tabachnick & Fidell, 2000). 
Investigation of outliers was carried out via the use of boxplots. No outliers were 
detected in any of the main variables under investigation (see appendix 9 for 
boxplots) therefore all participants were included in the analysis. Although the sample 
number was small, a linear regression was carried out to test hypothesis lb as an 
exploratory exercise. This aimed to provide some indication of the possible 
percentage of variance that could be explained by the data under investigation. 
However due to the small numbers in the study, great caution was necessary when 
interpreting the results. Prior to the main analysis, descriptive statistics were used to 
summarise the data.
Descriptive statistics
The data was initially analysed using descriptive statistics to highlight the variance in 
the sample under investigation. Variables analysed included participant 
characteristics, number of traumatic events and PTSD symptomatology.
Participant Characteristics
Participant characteristics are summarised in Table 1. Results indicated that 
participants were largely white British in origin with three participants representing an 
ethnic minority group. Most participants had some educational qualifications 
however few were educated beyond school level. Occupation was also categorised 
according to the guidelines set out in the Black Report (Townsend & Davison, 1992). 
Categories included, ‘unskilled manual’, ’skilled manual’, ‘skilled non-manual’, 
‘intermediate’ and ‘professional’. Participants were found to work in a variety of 
different occupations although only two fell within the ‘professional’ and ‘unskilled 
manual’ categories. 13 females and 7 males took part in the study.
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Table 1: Participant Characteristics
Characteristics Frequencies 
(n = 20)
Percent 
(n = 20)
Ethnic 2rouD
White British 16 80%
White European 1 594
Black African 3 15%
Educational qualification
None 3 15%
GCSE(s)/0-levels/CSE(s) 7 35%
GNVQ/NVQ 2 10%
Diploma 1 5%
A-Level(s) 5 25%
Degree 2 10%
Current occunation
Unskilled manual 2 10%
Skilled manual 4 20%
Skilled non-manual 7 35%
Intermediate 5 25%
Professional 2 10%
Emnlovment Status
Full time 10 50%
Part time 2 10%
On disability 7 35%
Retired 1 5%
Marital Status
Single 5 25%
Married (living with partner) 13 65%
1 Divorced/separated 2 10%
A comparison of males and females on background characteristics was planned. 
However, due to the small numbers within each category, the anticipated chi squared 
analysis could not be carried out. Percentage values on each background characteristic 
for both males and females were therefore calculated and compared (appendix 10). 
Results indicated that all males were White British in origin whereas three females 
were Black African. Both males and females were found to report a variety of 
different educational qualifications and occupations although a high percentage of 
males indicated that they had no qualifications. A comparatively higher percentage of
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females were also employed full time and were single. No participant reported a 
history of childhood sexual abuse that has been highlighted as a vulnerability factor in 
PTSD development (Yule et al., 1999).
Number of Traumatic Events
As previously indicated in the method section, participants had experienced a number 
of different types of traumatic events including a major accident, physical assault and 
sexual assault. Frequencies were used to analyse the number of traumatic events 
experienced by each individual. This seemed important to analyse as prior or repeated 
trauma has been highlighted as a vulnerability factor for the development of persistent 
PTSD (Yule et al., 1999). Results indicated that 15 of the 20 participants had 
experienced only one traumatic event. Of the remaining 5 participants, 4 had 
experienced two events and 1 participant had experienced three events.
Time elapsed since the traumatic event
Results indicated that the time elapsed since the traumatic event varied between 
participants. Two individuals reported that the event had occurred between 3 and 6 
months previously, 12 reported between 6 months and three years before and 6 
reported that the event had occurred between 3 and 5 years prior to the interview.
PTSD Svmptomatologv 
Diagnosis o f PTSD
Analysis of scores obtained from the PDS (Foa et al., 1997) indicated that all 
participants met the questionnaire criteria for a diagnosis of PTSD. Individuals 
therefore reported a perception of physical injury and a sense of being terrified or 
helpless during the event, occurrence (a score of 1 or higher) of at least 1 re- 
experiencing, 3 avoidance and 2 arousal symptoms for a period of one month or 
longer and impairment in at least one area of functioning.
Development and duration o f PTSD symptoms
A frequency analysis of the development and duration of PTSD symptoms reported 
by the participants indicated that all participants developed symptoms less than six 
months after the traumatic event occurred. This indicated that none of the participants
207
Major Research Project
in the investigation presented with symptoms that could be categorised as late onset 
PTSD (DSM-IV: APA, 1994). Every participant reported experiencing their 
symptoms for more than three months. This indicated that all participants met the 
DSM-IV criteria for chronic PTSD (APA, 1994).
Severity o f PTSD symptoms
Severity of PTSD symptoms for each participant was analysed in line with the 
preliminary cut off scores developed by Foa (1995) in the Posttraumatic Diagnostic 
Scale Manual and discussed in the method section. Scores obtained indicated that no 
participants fell into the ‘mild’ category for PTSD, 6 participants fell in the 
‘moderate’ PTSD category, 6 fell into the ‘moderate to severe’ category and 8 met the 
criteria for ‘severe’ PTSD symptomatology.
Frequency and characteristics o f intrusive images
The frequency and characteristics of the most distressing intrusive images 
experienced by participants are summarised in table 2.
Table 2 Frequency and characteristics of the most distressing intrusive 
image experienced by participants
1 Variable Minimum Maximum Mean Standard
(N = 20) deviation
Frequency per week of 
most distressing image 2 20 4.79 4.49
Distress of most 
distressing image 30 100 75.26 25.68
Vividness of most 
distressing image 70 100 89.47 11.29
Perspective of most 
distressing image -3 3 0.79 2.49
The above results indicated variation in the participants’ experience of intrusive 
imagery. Data obtained indicated that some individuals viewed their images from a 
predominantly observer perspective whereas others took a largely field perspective
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when experiencing intrusive images. Participants also reported substantial variation 
in the frequency per week with which they experienced these images and the levels of 
distress experienced. Participant reports of how vivid the images were, reflected the 
least variation within the sample and indicated a high degree of vividness related to 
the images experienced.
Number o f intrusive images
Results indicated that 14 of the 20 twenty participants reported experiencing one 
intrusive image. Of the remaining 6 individuals, only one person reported 
experiencing more than 5 images, the other 5 participants between two and five.
Levels of dissociation
Participant levels of trait and state dissociation are summarised in table 3.
Table 3: Scores obtained on Trait and State Dissociation measures
Variable 
(N = 20)
Minimum Maximum Mean Standard
deviation
Trait dissociation 
(TDQ)
15 54 31.21 11.20
State dissociation 
during the trauma 
(SDQl)
10 36 24.16 8.42
State dissociation 
during the imagery 
(SDQ2)
3 33 20.37 10.33
The above table indicates that a range of scores were obtained on the TDQ. This 
suggests that individuals experienced different levels of trait dissociation prior to the 
traumatic event. The results also highlight the variation in SDQ scores both during the 
trauma and when experiencing intrusive imagery.
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Age and gender
Prior to the main hypothesis being tested, an analysis of the possible impact of age or 
gender on symptom severity, levels of dissociation, perspective taking and 
powerlessness was carried out. This aimed to highlight whether age or gender should 
be taken into account as possible factors related to outcome when testing the main 
hypotheses. This was based on previous research that has emphasised both age 
(Norris, 1992) and gender (Norris, 1992) as possible factors associated with the 
development and maintenance of PTSD.
A non-parametric Mann Whitney U Test was used to investigate whether males or 
females differed significantly on scores obtained for the above variables under 
investigation. Results indicated that there was no significant difference between 
males and females on any of the main variables (see appendix 11). This suggested that 
the gender of the participant did not significantly effect their score on any of the main 
variables. Correlations between age of the participant and scores obtained on the five 
main variables were also found to be non-significant. This indicated that the age of 
the participant was not significantly correlated with levels of dissociation, symptom 
severity, powerlessness and taking the observer perspective in intrusive imagery (see 
appendix 11). As a result the sample was not stratified by age or gender.
Hypothesis 1 (a)
■ A positive correlation will exist between PTSD symptom severity, taking the 
observer perspective in intrusive imagery, feelings o f powerlessness and levels o f 
state dissociation.
Correlations between taking the observer perspective in the most distressing image, 
feelings of powerlessness (during trauma and imagery) state levels of dissociation 
(during trauma and imagery) and symptom severity were then carried out to test 
hypothesis one.
Results indicated partial support for the hypothesis in that a positive relationship was 
found between some of the variables under investigation but not all (see table 4).
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Table 4: Correlations between taking the observer perspective, feelings of
powerlessness, levels of dissociation and PTSD symptom severity
Variables Severity o f Dissociation Powerlessness Dissociation Powerlessness
PTSD during trauma during trauma during image during image
Dissociation 
during trauma r,= 0.499 p =  0.030
— — - -
Powerlessness 
during trauma
Ts = 0.408 
p = 0.083
rs = 0.150 
p = 0.540
- — -
Dissociation 
during image Ts =  0.639 p =  0.003
Ts = 0.647 
p =  0.003
Ts = - 0.017 
p = 0.944
- -
Powerlessness 
during image Ts=  0.393 p =  0.096
rg =  0.429 
p =  0.067
Ts =  - 0.021
p =  .932
r, = 0.299 
p = 0.214
Perspective 
during image Ts =  0.526p = 0.021
r, =  0.509
p =  0.026
Ts =  0.197 
p =  0.419
Ts =  0.467 
p =  0.040
Ts =  0.252 
p =  0.298
Ts= Spearman’s Correlation Coefficient 
p = significance level (two tailed test)
As predicted, a positive correlation existed between PTSD symptom severity and state 
levels of dissociation both during the trauma (rg = 0.499, p = 0.030) and during the 
most distressing image (rg = 0.639, p = 0.003). This indicated that higher levels of 
dissociation were related to an increase in PTSD severity. A positive correlation was 
also found between PTSD symptom severity and taking the observer perspective (rg = 
0.526, p = 0.021). This suggested that the greater the observer perspective taken in 
the most distressing image, the greater the severity of symptoms reported by the 
participants. Results suggested further support for the predicted positive relationship 
between state levels of dissociation and taking the observer perspective in the most 
distressing image. Dissociation during the trauma and intrusive imagery were both 
positively correlated with taking the observer perspective (see table 4). As anticipated 
there was also a positive correlation between state levels of dissociation experienced 
during the trauma and during the most distressing intrusive image (rg = 0.647, p = 
0.003). However contra to the prediction, powerlessness was not significantly 
correlated with any of the other main variables.
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Data was also collected on a second image classified as the most frequent image or if 
the same as the most distressing then the second most distressing image. However 
only 5 of the 20 participants reported more than one image. There was therefore 
insufficient data to carry out the anticipated correlations.
Hypothesis 1 (b)
State dissociation, taking the observer perspective in intrusive imagery and feelings o f 
powerlessness will predict PTSD symptom severity.
A forced entry linear regression (method enter) with the variables dissociation, 
feelings of powerlessness and the perspective taken in intrusive imagery was carried 
out to provide some indication of how much these variables could predict PTSD 
symptom severity. This method was chosen as ‘method enter’ has been targeted as 
the most appropriate means of regression analysis for smaller numbers (Brace, Kemp 
& Snelgar, 2000). This was used in a verv preliminary sense due to the general 
assumption that 50 or more participants are needed to provide reasonable power to the 
regression statistic and the comparatively small number of participants included in 
this investigation (Tabacknick & Fidell, 2000). As there was no non-parametric 
equivalent of a linear regression and the main variables were originally found to be 
largely normally distributed (see appendix 7) none of the variables were transformed 
prior to analysis. This was also felt appropriate due to the exploratory purpose of 
regression analysis.
Table 5: The proportion of variance in symptom severity explained by,
powerlessness, perspective taken and dissociation.
Model R R square
Adjusted R 
square
Std. Error of I  
the estimate
. .742 .551 .378 8.867
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The adjusted R square value in the above table highlights that 38% of the variance in 
PTSD symptom severity can be explained by the variables, powerlessness, 
perspective taking and dissociation. The relationship between the variables was found 
to be significant (n = 20, F 3.190 (19), p = 0.043). However no one variable was 
found to provide a significantly unique contribution to the variance of PTSD 
symptomatology (see appendix 12).
Correlations carried out between feelings of powerlessness reported during the trauma 
and imagery and the other main variables were found to be non-significant. As a 
result, exploration of the relationship between general feelings of distress attached to 
the intrusive imagery and the other main variables was undertaken. This was based on 
prior evidence that suggested levels of distress attached to re-experiencing symptoms 
images do fluctuate between individuals and are positively correlated with persistent 
PTSD (Ehlers & Steil, 1995). Further correlations were therefore run. It was 
hypothesised that increased levels of distress would be positively correlated with 
taking the observer perspective, PTSD symptom severity and dissociation.
As predicted, reported levels of distress when experiencing the most distressing image 
were found to be positively associated with an increase in symptom severity (rg = 
0.575, p = 0.010) and taking an observer perspective (rg = 0.490, p = 0.033). Although 
a positive relationship was noted between levels of distress during the imagery and 
dissociation during the trauma (rg = 0.400, p = 0.090) and dissociation during the most 
distressing image (rg = 0.381, p = 0.108), these values were not found to be 
significant. A ftirther regression analysis (method enter) was then carried out 
including participant levels of distress alongside dissociation, powerlessness and 
perspective taken in the image to predict PTSD symptom severity. This aimed to 
investigate whether the proportion of variance changed following the addition of 
another variable that was found to be more significantly correlated The results are 
illustrated in table 6.
The adjusted R square value in the table below highlights that 45% of the variance in 
PTSD symptom severity is explained collectively by the variables, intrusion-related 
distress, dissociation, powerlessness and perspective taken. This is an increase from
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the 38% obtained previously and indicates that more of the variance in PTSD 
symptoms can be explained by the addition of the distress variable. However again no 
one variable was found to provide a significantly unique contribution to the variance 
of PTSD symptomatology (see appendix 12).
Table 6: The proportion of symptom severity variance explained by,
intrusion related distress, powerlessness, perspective taken and 
dissociation.
1 Model R R square
Adjusted R 
square
Std. Error of 
the estimate
1 .797 .636 .454 8.310
Hypothesis 2
■ Levels o f trait dissociation prior to the event will positively correlate with state 
levels o f dissociation during or after the traumatic event.
Correlations were carried out to test if there was a positive relationship between levels 
of trait dissociation prior to the traumatic event and subsequent levels of state 
dissociation during the event or during the experience of intrusive imagery. Results of 
the analysis are presented in Table 7.
Table 7: Correlations between trait dissociation and state dissociation
during or after the traumatic event.
1 State dissociation State dissociation
Variables during imageiy during trauma
Trait dissociation rg = 0.011 rg = 0.453
1 p = 0.966 p = 0.051
rg = Spearman’s Correlation Coefficient 
p = Significance Level (two tailed test)
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The results indicated that trait dissociation was not significantly correlated with state 
dissociation either during the trauma or during the recurrence of intrusive imagery. 
This suggests that a relationship does not exist between an individuals reported level 
of dissociation prior to a traumatic event and their subsequent dissociative state during 
or after the event. However it seems important to note that the relationship between 
trait dissociation and state dissociation during the trauma was close to significance 
suggesting caution when interpreting these results.
Hypothesis 3
■ In line with previous findings, state dissociation during the trauma will be 
positively correlated with PTSD severity.
Correlations were carried out in line with hypothesis 3. Results indicated that state 
dissociation during the trauma was positively correlated with PTSD symptom severity 
(see table 4, rg = 0.499, p = 0.030). This indicated that levels of dissociation during the 
traumatic event were positively correlated with an increase in symptom severity.
Summary of Support for Main Hypotheses
Partial support was found for hypothesis la. Results indicated positive 
correlations between PTSD symptom severity, dissociation and taking the 
observer perspective in intrusive imagery. However feelings of powerlessness was 
not found to be correlated with the other variables. Some support was found for 
hypothesis 1 (b). Dissociation, powerlessness and perspective taking in intrusive 
imagery were found to predict 38% of the variance in PTSD symptom severity.
No support was found for hypothesis 2. Results indicated no significant 
relationship between levels of trait dissociation and levels of state dissociation 
during the trauma.
Support was found for hypothesis 3. Results indicated that a positive 
relationship existed between state dissociation during the trauma and subsequent 
PTSD symptom severity.
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DISCUSSION
The following discussion will firstly aim to summarise the main characteristics of 
intrusions found following a traumatic event. Secondly, it will discuss the main 
findings of the investigation in conjunction with previous literature. The third section 
will focus on the possible theoretical implications of the results obtained in line with 
existing models of PTSD and the fourth section will highlight subsequent implications 
for treatment. The strengths and limitations of the investigation and their impact on 
the results obtained will then be discussed. Finally, it vrill reflect on future research 
considerations in hght of the information obtained during the study.
Characteristics of intrusive images
Participant reports obtained during the investigation highlighted a number of different 
characteristics of intrusive images experienced following a traumatic event.. 
Individuals highlighted the vivid quality of the images they were experiencing 
indicated by the small variation found within the scores. In comparison, levels of 
distress attached to the reexperiencing symptoms were found to be variable. 
Frequency of experiencing intrusive images was also found to vary between the 
sample. The above characteristics for intrusive imagery have been previously 
identified within the literature on traumatic memories m general and seem to provide 
additional support for these earlier findings (Ehlers & Steil, 1995). Following clinical 
observations, it has been suggested that individuals with PTSD will commonly 
experience no more than five intrusive images (Hackmann, personal communication). 
The results obtained from this study also seem to provide some support for this 
observation. Fourteen of the twenty participants reported experiencing one main 
image following the traumatic event. Of the remaining six, only one person reported 
experiencing more than five images, the other five falling between two and five.
The results from the investigation also provided new information about the 
perspective taken when experiencing intrusive imagery following a traumatic event. 
In particular, participant reports indicated that some individuals described themselves 
as viewing their image from a predominantly observer perspective whereas other
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perspectives represented more of a field view where the individual reexperienced the 
trauma as if they were seeing it through their own eyes.
Summary of main findings
The relationship between PTSD svmptom severitv. dissociation, powerlessness and 
perspective taking in intrusive imagerv
The central aim of the investigation was to investigate whether there was a positive 
relationship between PTSD symptom severity, levels of state dissociation, feelings of 
powerlessness and taking the observer perspective during the experience of intrusive 
images following a traumatic event. The results indicated some support for the initial 
hypothesis outlined m that positive relationships were found between PTSD symptom 
severity, levels of dissociation and taking the observer perspective in intrusive 
imagery. Although some caution is necessary due to the small sample size this 
suggests that a significant relationship exists between these factors. It should be noted 
that the use of correlational methods cannot indicate causality. Therefore, at this 
stage, the results do not necessarily imply that state dissociation or taking the observer 
perspective may cause an increase in PTSD symptom severity. However evidence of a 
relationship provides an interesting addition to the literature which seems to warrant 
further exploration, particularly in relation to their possible role in the development 
and maintenance of PTSD.
It could be argued that results were compounded by factors other than those tested. 
Due to the exploratory nature of the study and small sample sizes, a number of factors 
were not directly addressed during the investigation. In particular, previous 
psychiatric histories or co-morbid psychiatric disorders such as depression have been 
found to effect PTSD presentation (Brewin, Andrews & Valentine, 2000) and may 
have impacted upon the results. The data was however tested for age and gender 
effects. These have been highlighted as two further factors which may impact on 
PTSD presentation (Norris, 1992) and were found to have no significant effect on the 
data. Dissociation, powerlessness and perspective taking variables were also found to 
collectively explain thirty eight percent of the variance of PTSD symptom severity
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within the data. Use of regression analysis on such a small sample size is limited 
(Tabachnick & Fidell, 2000) therefore no firm conclusions can be drawn at this time. 
However, as a purely exploratory tool, the regression analysis suggested that these 
variables may have some predictive power for explaining the variance in symptom 
severity following a traumatic event and seem to warrant further investigation. Some 
of the items included in the PDS and SDQ questionnaires seemed to be duplicated. 
These included items such as ‘feeling emotionally numb’ and ‘feeling distant or cut 
off from others’ found in both measures. It could therefore be argued that the positive 
relationship between these variables was due to the overlap between items on 
different measures rather than a real relationship. However, the PDS and SDQ were 
used in different contexts where the former measured symptomatology generally and 
the latter focused on symptoms experienced at specific time points (ie. during the 
trauma or during the experience of intrusive imagery). It could therefore be argued 
that these questionnaires provided a legitimate means of measuring and comparing 
symptoms. A similar overlap existed between the SDQ and the perspective taking 
measure where reference to watching the self from the outside was included in both. 
This is unlikely to have effected the positive relationship found between state 
dissociation during the trauma and taking the observer perspective during the image 
due to the measures referring to different time points in line with the above rationale. 
However, the overlap of items could provide one explanation for the positive 
relationship found between state dissociation during the imagery and taking the 
observer perspective. Further research deleting the dupHcated item or using 
alternative measures would be needed to provide additional support for this finding.
Results suggested that feelings of powerlessness (during the trauma and imagery) 
were not significantly correlated with dissociation, symptom severity or taking the 
observer perspective in intrusive imagery as previously anticipated. This seems to 
conflict with earlier investigations that suggested that ‘perceived controllability’ 
during the trauma may have a role in the development of persistent PTSD (Kushner et 
al., 1992). However due to small sample size caution is required when drawing any 
firm conclusions from the results. Furthermore, from a methodological perspective, a 
number of alternative explanations may also be put forward to account for this 
finding.
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For the purposes of the study, feelings of powerlessness were measured by a self- 
report visual analogue scale due to the apparent lack of standardised measures 
available within the PTSD hterature. It could therefore be argued that this scale did 
not fully capture the feelings of the individual both during and after the event. A 
second hypothesis could be that powerlessness addressed in the current study and 
perceived controllability outlined by Kushner and colleagues (Kushner et al., 1992) 
might actually be measuring different concepts. Within this context, the development 
of a clearer definition of powerlessness and additional means of measuring this 
concept may alter these findings.
An interesting additional finding was that higher general feelings of distress during 
the experience of imagery were significantly correlated with increased symptom 
severity and taking the observer perspective. Although intrusion related distress has 
been linked to subsequent symptom severity on previous occasions (Steil & Ehlers, 
2000), the relationship between levels of distress and taking the observer perspective 
had not previously been investigated. Furthermore, the addition of the distress 
variable to the regression model also increased the proportion of variance in symptom 
severity explained by the main variables. The possible significance of the distress 
variable therefore seems to warrant further discussion.
The relationship between trait and state dissociation
The current study also investigated whether there was a positive relationship between 
trait dissociation and subsequent levels of state dissociation during the trauma. The 
value of investigating this relationship was highlighted by Gershuny et al. (1999) in 
their review of dissociation and trauma. The non-significant result obtained during 
this investigation suggested that levels of trait dissociation do not necessarily correlate 
with subsequent levels of state dissociation during the trauma. However, individuals 
did report some difficulty in filling out the questionnaire retrospectively. It may 
therefore be that scores obtained during the investigation did not reflect an adequate 
measure of trait dissociation. It could also be argued that levels of trait dissociation 
may have altered during the trauma due to the reliance of retrospective accounts. 
However the small numbers prevent any firm conclusions from being drawn. The 
small sample size may have resulted in a type I error (ie failure to reject the null
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hypothesis when a real relationship existed). Indeed, according to the general cut-off 
values introduced by Cohen and Holliday (1982, as cited by Bryman & Cramer, 2001) 
the correlation of 0.453 obtained between trait dissociation and state dissociation 
during the trauma would have fallen into the ‘modest’ category of correlation despite 
failing to reach significance. Caution is therefore needed when interpreting these 
results. However, as a preliminary finding, results suggest the need for further 
investigations into the relationship between trait and state dissociation in order to 
refute or support this finding.
State dissociation and severitv of PTSD svmptoms
Previous studies have highlighted the positive relationship between levels of state 
dissociation during the trauma and subsequent severity of PTSD symptoms (eg., 
McFarlane, 2000, Ehlers, Mayou & Bryant, 1998). Subsequently, the third aim of this 
investigation was to see if these results were replicated in the current sample. A 
significant correlation (rg = 0.499, p = 0.03) indicated a positive relationship between 
the two variables. This seems to provide fiirther validation for the relationship 
between dissociation and PTSD symptom severity indicated in the literature to date.
Implications for theoiy
The current investigation has provided additional information regarding the nature 
and characteristics of intrusive imagery. Although correlational techniques do not 
permit causality between the variables under investigation, the above findings suggest 
the importance of hypothesising about their possible role in the development of 
persistent PTSD and the implications for treatment.
Dissociation and the maintenance of PTSD
Dissociation has been previously linked to the development and maintenance of 
persistent PTSD (van der Kolk & Fisler, 1995). Current theory suggests that 
dissociation is used as a strategy to compartmentalise the traumatic experience and 
thus reduce the impact of the event. However through this process, trauma memories 
remain fragmented impeding the processing of the trauma memory and hence 
contributing to the maintenance of symptoms (Ehlers & Clark, 2000; Brewin, 2000).
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Although the correlational design used within the current investigation precludes any 
causal interpretations, the positive relationship between state dissociation and 
subsequent symptom severity seems to support this association.
However, an interesting finding from the current study was the relationship found 
between state dissociation during and after the traumatic event and PTSD symptom 
severity. The positive correlation found between state dissociation during the trauma 
and state dissociation during the image suggests that individuals who dissociate 
during the traumatic event are more likely to exhibit dissociative components to their 
intrusive imagery. Furthermore this then seems to be linked to an increase in PTSD 
symptoms. Thus, it could be hypothesised that higher levels of dissociation when 
experiencing intrusions may also be helping to impede the processing of the traumatic 
event and hence maintain the symptoms of PTSD. This relationship therefore seems 
to warrant further investigation.
The possible role of the observer perspective in the maintenance of PTSD 
As previously discussed, within the anxiety literature taking the observer perspective 
when experiencing intrusive imagery has been found to help maintain symptoms in 
both social phobia (Hackmann et al., 1998) and agoraphobia (Hackmann & Surway, 
in press). Prior to this investigation it was not known whether individuals with PTSD 
perceived their imagery from an observer or field perspective. The results indicated 
that some individuals with chronic PTSD do view their images from an observer 
perspective. The current investigation also suggested that individuals who 
experienced their image from a predominantly observer perspective experienced more 
severe PTSD symptoms. It could therefore be argued that alongside other factors the 
perspective taken in intrusive imagery fbllowmg a traumatic event may also play a 
role in the maintenance of PTSD symptoms. The preliminary nature of the 
investigation has been previously discussed. At this stage any hypotheses introduced 
on the grounds of the results obtained are purely tentative. However the possible 
theoretical implications of the results obtained do seem to warrant some discussion.
It has been argued that those intrusions that are experienced as more distressing are 
related to persistent PTSD symptoms due to the increase in avoidance strategies used
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to reduce the negative emotion (Steil & Ehlers, 2000). In this way the content of the 
intrusions remains fragmented and is not fully incorporated into existing memory 
structures. In line with this rationale, results from the current study indicated that 
levels of distress when experiencing intrusive imagery were positively correlated with 
PTSD symptom severity. However a positive correlation was also found between 
levels of distress and taking the observer perspective in the image. It could therefore 
be hypothesised that the increase in levels of distress related specifically to taking the 
observer perspective may also result in an increase in the use of behavioural and 
cognitive strategies to avoid the distress and subsequently help maintain symptoms.
It has been previously suggested by the researcher that dissociation and taking the 
observer perspective share similar out of body experiences. It could therefore be 
hypothesised that the positive correlation found between dissociation and taking the 
observer perspective may, in part, be indicative of properties shared by each 
symptom. On this premise it could fiirther be postulated that taking the observer 
perspective, as with dissociative states, may also prevent the emotional processing of 
traumatic material as the individual is separated from the traumatic content of the 
memories. Thus, taking the observer perspective in intrusive imagery may further 
help to maintain symptoms. What seems particularly interesting is that not all 
individuals were foxmd to experience their imagery in the same manner. One possible 
hypothesis may lie in the exploration of feelings attached to the imagery itself.
Feelings of powerlessness and PTSD
The role of powerlessness was explored during the investigation in line with 
hypothesis one. However the non-significant correlation between levels of 
powerlessness during the trauma and during the imagery and the other variables under 
investigation suggested that a relationship may not exist. As previously noted this 
may have been due to methodological issues regarding the measure itself. However 
from a theoretical perspective, two further hypotheses could be introduced to help 
explain the lack of a significant association.
Firstly, the obtained results may reflect a difficulty in recalling accurately the 
emotional aspects of a traumatic event. A recent investigation explored individuals’
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memory for the emotional intensity of a traumatic event in a sample of female assault 
victims (Zoellner, Sacks & Foa, 2001). Individuals were recruited into two groups 
representing acute and chronic PTSD. General emotional intensity was measured via 
the use of the Reactions to Assault questionnaire (RAQ: Reisck, Jordan, Girelli, 
Hutter & Marhoefer-Dvorak, 1988) tapping a number of emotions including feelings 
of helplessness. Results suggested that reported intensity of dissociation and general 
emotions including feelings of helplessness increased from pre to post treatment in 
individuals with lower levels of PTSD. Zoellner and colleagues therefore argued that 
the reported increase in emotional intensity may be representative of activation and 
modification of trauma memory itself, hence providing more conscious access to the 
associated emotions. It this way the memory for eniotional intensity seemed to 
fluctuate over time and results suggest that there may be a more complex relationship 
between emotion and recall. In the current sample under investigation, severity of 
PTSD symptoms fluctuated between individuals however reported levels of 
powerlessness largely remain high. The amount of time since the traumatic event also 
fluctuated between individuals and ranged from six months to between three to five 
years. It could therefore be hypothesised that the reported high levels of 
powerlessness reflected different levels of processing. This in turn may then have 
impacted on the results obtained by confounding the data. Future studies 
incorporating more prospective methods may indicate that feelings of powerlessness 
does play a role both during the trauma itself or during the experience of imagery.
Secondly, with specific reference to the lack of relationship between powerlessness 
and taking the observer perspective in intrusive imagery, a further explanation may lie 
in the meaning attached to the image itself. Integral to the current cognitive theories 
purporting to explam the development and maintenance of PTSD is the rationale that 
traumatic memories have failed to be integrated into the existing memory structure, in 
part, due to the individual’s appraisals of the event and subsequent symptoms (Brewin 
2001; Ehlers & Clark, 2000). It has been frirther suggested that the subjective 
meaning attached to intrusions impacts upon the subsequent levels of distress. Within 
this context higher levels of distress are associated with more negative interpretation 
of the symptoms (Steil & Ehlers, 2000). The lack of relationship between 
powerlessness and taking the observer perspective may therefore be indicative of
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alternative feelings or meaning attached to the intrusion that may be viewed as 
negative. The possible negative interpretation of the imagery viewed from the 
observer perspective may therefore have a more defining role in the maintenance of 
PTSD. This highlights the relevance of exploring further the meaning attached to the 
image viewed from an observer perspective. Within a wider context, this also seems 
relevant due to the emphasis on the maintaining role of metacognitions or the beliefs 
about intrusions in anxiety disorders such as Obsessive Compulsive Disorder (OCD) 
(Wells, 1997).
Implications for treatment
The implications for theory following results obtained from this investigation have 
been highlighted above. Results obtained during the investigation may also have 
important treatment considerations that will now be discussed.
The positive relationship found between symptom severity, dissociation and taking 
the observer perspective suggests the possibility that further treatment strategies may 
be usefully incorporated into existing interventions with individuals who experience 
PTSD following a traumatic event. Additional information regarding the nature of 
intrusive imagery introduces more possibilities for future use of specific imagery 
techniques used in the treatment of PTSD. This seems particularly relevant due to the 
evidence that existing treatments do not always work with all individuals 
experiencing persistent PTSD following a trauma (Shalev, 1997). Furthermore, the 
observation that use of imagery in treatment may provide access to emotional content 
of the trauma not readily accessible via conscious recall (Hackmann, 1998) increases 
the value of exploring these possibilities further. The suggestion that some individuals 
take an observer perspective in their intrusive imagery and that this is related to an 
increase in severity of symptoms is particularly interesting since specific techniques 
targeting the perspective in other anxiety disorders has been found to be beneficial. In 
particular, manipulating the perspective of the image and enabling the individual to 
‘abandon the spectator position’ in social phobia has found to improve symptoms 
(Hackmann, 1998). This then emphasises the advantage of exploring the use of this 
technique with individuals presenting with PTSD. It was earlier hypothesised that
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taking an observer perspective in intrusive imagery may impede the processing of the 
traumatic event by firstly, increasing the individuals use of strategies to minimise 
levels of distress and secondly, by separating the individual fi*om the trauma material 
Within this context, helping the individual to abandon the spectator position in their 
image may then allow the person to access trauma-related material and process the 
event more fully.
The positive relationship between state levels of dissociation during the trauma and 
state levels of dissociation during intrusive imagery discussed previously may also be 
considered firom a treatment perspective. It has been highlighted that dissociation 
during treatment can be reduced by monitoring arousal levels during the use of 
specific treatment strategies such as exposure to the trauma and imaginai reliving and 
terminating the process every time the individual dissociates (Brewin, 2000). This 
then enables an increase in the processing of trauma-related information and a 
subsequent reduction in the levels of dissociation. If an increase in levels of 
dissociation during a traumatic event lends itself to an increase in levels of 
dissociation attached to experiencing symptoms, then it could be hypothesised that 
early intervention focusing on dissociative states may then help minimise later 
dissociation and subsequently reduce the perpetuation of PTSD symptomatology. 
Such strategies may include the early introduction of relaxation training to help 
control the levels of arousal felt when reminded of the event as well as focusing 
techniques used within the session to help the individual return to conscious 
processing following dissociation (Brewin, 2001).
Strengths and limitations of study
Sample size and issues of recruitment
As previously discussed, the most significant limitation to the current investigation 
was the small sample size. A sample of twenty participants was less than originally 
anticipated and therefore reduced the researcher’s ability to draw any firm 
conclusions from the data obtained. Within this context the research can only be 
viewed as exploratory at this time. The main limitation of small sample sizes when 
analysing data is the increased probability of making a type 1 error (ie not finding a
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relationship when there really is one). In particular the use of non-parametric tests has 
been found to reduce the power of the study for finding an effect (Tabacknick & 
Fidell, 2000). Conversely, it seems important to note that the significant results 
obtained could therefore be seen as more statistically powerfiil in the context of the 
small sample size. At this stage it is difficult to determine whether these findings 
would be replicated in a larger sample. As a result they can only be viewed as 
preliminary at this stage. In particular the exploratory use of regression with a small 
sample must be considered with a great degree of caution (Tabacknick & Fidell, 
2000). However the significant correlations found between variables obtained do 
suggest relatively robust findings within the sample under investigation and highlight 
the need to carry out further investigations to try and replicate these findings.
The initial aim of the researcher was to recruit thirty participants based on a previous 
study looking at the perspective taken in images experienced by social phobics 
(Hackmann et al., 1998). Prior to the investigation the number of possible participants 
from the three services involved was calculated. This number was based on available 
data from referrals received over the previous year from each service. Collectively it 
was anticipated that at least ninety referrals would be received over a period of nine 
months. Poor response rates are often the cause of low participant numbers in research 
investigations. Interestingly, difficulties arose from the reduced number of possible 
referrals to trauma services over the data collection period and an increase in the 
number of referrals of refugees who did not speak English and therefore did not meet 
criteria for inclusion in the investigation. The study also relied on individual therapists 
to help recruit participants which proved problematic in busy departments. In 
comparison, 30 individuals were approached to take part in the investigation and only 
10 declined to take part. This indicated a response rate of sixty percent that is 
comparable to general research response rates suggested for interview based studies 
(Fife-Schaw, 1995).
A number of attempts were made to enhance recruitment rates over the nine-month 
period. Three other specialist services were approached during this time however they 
declined to take part. The researcher maintained ongoing contact with all departments 
who had agreed to take part. This aimed to provide prompts to the specific
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departments involved with the purpose of increasing the number of potential 
participants approached. Regular visits were made to each site as well as weekly 
phone calls over a period of eight months. The recruitment approach was also 
modified in one department. However, this did not generate any increase in 
participant numbers. It could be argued that alternative means of recruiting 
participants may have increased the numbers obtained, including the use of other 
organisations such as victim support, accident and emergency or the police. However 
it was felt more clinically appropriate to target individuals who were already involved 
with a service due to the difficult nature of the material discussed. It was therefore 
felt that the recruitment procedure used was the most appropriate procedure for this 
investigation.
Design issues
Due to time constraints, the current investigation relied on retrospective accounts of 
the trauma itself. This method of collecting data has been criticised due to the reliance 
of memories that may be distorted over time (Tabacknick & Fidell, 2000). Although it 
has been foimd that individuals have more accurate memories for traumatic events 
that other events and that there is little decline over time (Yuille & Cutshall, 1989 as 
cited by Van der Kolk & Fisler, 1995) the accuracy for emotional intensity over time 
has been questioned (Zoellner et al., 2001). This may therefore have influenced 
participant accounts of previous traumatic experience. Time restrictions also 
prevented more than one rating of PTSD symptomatology. This caimot account for a 
possible change in participant response over time. The use of prospective methods 
may have minimised these difficulties. However prospective methods have also come 
under scrutiny. In particular, the latter can be subject to drop-out rates, can be labour 
intensive and pose ethical issues about whether an individual in the early stages 
following a trauma has the capacity to agree to take part in a study (Barker, Pistrang 
& Elliot, 1994). Due to the exploratory purpose of this investigation and the time 
available to carry out the project, it was felt that the use of one interview relying on 
retrospective accounts was the most appropriate method to use.
The researcher chose to use newly designed trait and state dissociation measures 
instead of more established measures due to the concise nature of the questionnaires.
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This may have impacted on the results. However, preliminary results suggest that 
these measures were found to have valid and reliable properties (Murray, 1997). In 
addition, alternative more established tests have been found to have their own 
limitations (Murray, 1997).
Characteristics of Sample
Although the sample provided a cross section of the population in most of the 
categories analysed, only three individuals from ethnic minority groups were 
interviewed. The sample therefore did not reflect an ethnically diverse group of 
individuals. This suggests caution is required when interpreting results in populations 
that are not White British. The investigation aimed to recruit individuals who had 
experienced different types of trauma. Although thirteen of the twenty individuals had 
experienced a major accident, the type of accident varied between individuals. 
Furthermore a number of other traumatic events were reported by the remaining seven 
individuals. The study therefore explored a reasonable cross section of different 
traumatic events and suggests with obvious caution similar responses across trauma 
populations within the sample. Although the criteria for inclusion into the study stated 
that no individuals with acute psychotic symptoms could be included, a history of 
other mental health difficulties was not taken into consideration. There is some 
evidence to suggest that previous histories of mental health problems may impact on 
the development of PTSD (Brewin, Andrews & Valentine, 2000). This variable may 
therefore have also impacted upon the outcome of the results. Individuals with 
psychiatric histories were not excluded to enable access to a larger number of 
individuals. Despite this, psychiatric histories could have been questioned within the 
context of the interview. However, the exploratory nature of the investigation and the 
lack of previous work with which to compare the results seemed to warrant a more 
general investigation into these concepts. As a result this investigation has provided 
preliminary findings about additional properties of PTSD symptomatology which 
could be viewed as the foundation for subsequent research in this area.
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Future research considerations
Investigations that aim to directly address some of the limitations outlined, may help 
to further validate the above findings. Studies incorporating a larger number of 
individuals are primarily needed to see if these results can be repHcated. It may also 
be useful to investigate a population of mixed ethnicity to see if results may be 
generalised to individuals with alternative cultural backgrounds. The possible use of 
an alternative means of measuring powerlessness has been discussed previously. To 
date no specific measure of powerlessness exists although measures tapping perceived 
control have been developed (Kushner et al., 1992). It may therefore also be useful to 
develop a more standardised measure of powerlessness to incorporate into such an 
investigation. One of the methodological limitations outlined above was the failure to 
control for previous psychiatric histories. This has been found to be a vulnerability 
factor in the development and maintenance of PTSD (Brewin, Andrews & Valentine, 
2000). Future research could therefore endeavour to account for previous psychiatric 
history in order to minimise any impact it may have on the findings. It may also be 
useful to carry out a prospective mvestigation to overcome the difficulties associated 
with a reliance on retrospective information that has been previously discussed.
As well as the need to validate the above findings usmg more controlled methods, it 
may also be useful to look at a number of additional research areas. One area that may 
enhance our knowledge further would be investigations targeting specific trauma 
populations. This may then highlight whether the results obtained may vary between 
different trauma populations. It may also be useful to compare other images 
experienced by traumatised individuals to indicate whether similar properties exist. 
Although this was addressed in the above study, lack of data on a second image made 
this comparison unworkable.
Research into the above areas would provide additional clarification of a disorder that 
remains extremely complex in its presentation. Further exploration of issues 
surrounding the role of dissociation, perspective taking and associated feelings may 
enhance our theoretical understanding of this complex disorder whilst at the same 
time providing interesting possibilities for additional treatment strategies. For
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example, looking at differences between individuals, such as comparing those 
individuals with low and high levels of dissociation following a traumatic event, may 
strengthen the findings from the current study by targeting spurious effects (Bryman 
& Cramer, 2001). Within the literature, it continues to remain unclear why some 
individuals dissociate more than others following a traumatic event (Gershuny & 
Thayer, 1999) and preliminary evidence obtained from this investigation suggests that 
prior trait dissociation may not necessarily play a role. Therefore further investigation 
into the impact of trait dissociation on subsequent dissociative states and exploration 
of other possible factors involved may further enhance our understanding.
However, based on earlier work that stresses the maintaining role of meaning attached 
to the event or subsequent symptoms (Steil & Ehlers, 2000), an important area of 
PTSD to research may reside in an exploration of the meaning attached to taking the 
observer perspective in intrusive imagery and dissociated states. In the current 
investigation the specific role of powerlessness was investigated in relation to other 
variables, however no significant relationship was found. Interestingly in contrast, 
levels of distress were related to taking an observer perspective in intrusive imagery. 
If the experience of taking an observer perspective is associated with an increase in 
distress, the meaning attached to this experience seems to warrant further 
investigation. A more comprehensive understanding of the meaning attached to the 
imagery experienced within this context may then aid our understanding of the 
possible role of perspective in the maintenance of PTSD symptoms.
CONCLUSION
In conclusion, the main results from the study have highlighted a positive relationship 
between taking the observer perspective in intrusive imagery, levels of state 
dissociation and severity of PTSD symptomatology in individuals following a 
traumatic event. This seems interesting due to previous research that has indicated 
both dissociation in PTSD (van der Kolk & Fisler, 1995; Waller, Quinton & Watson, 
1995) and taking the observer perspective in other anxiety disorders (Hackmann et al., 
1998; Hackmann & Surawy, in press) may help maintain presenting difficulties. Due 
to the seemingly similar properties between dissociation and taking the observer
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perspective, it has been hypothesed by the researcher that taking the observer 
perspective in intrusive imagery may impede emotional processing of the trauma 
material in line with the suggested role of dissociation previously highlighted 
(Brewin, 2001; van der Kolk & Fisler, 1995; Ehlers & Steil, 1995). Increased levels 
of distress were also found to be positively correlated with taking the observer 
perspective and symptom severity. This appears important, as previous researchers 
have suggested that higher levels of distress enhance the use of cognitive and 
behavioural avoidance strategies to control negative emotion and hence further 
impede the processing of trauma material (Steil & Ehlers, 2000). Interestingly, 
powerlessness was not significantly correlated with the other variables. However the 
positive correlation between levels of distress and taking the observer perspective 
when experiencing intrusive imagery seem to warrant further exploration of meaning 
and feelings attached to this experience. Despite the limitations outlined above, the 
current investigation seems to provide important preliminary information around our 
understanding of the development and maintenance of PTSD symptomatology. In 
particular, it has opened up possibilities for the future use of specific treatment 
strategies with intrusive imagery that may provide additional benefit to those 
presenting with PTSD. Although the results remain preliminary at this stage, they 
suggest the value of carrying out future research to validate these findings further. 
They also suggest that investigations into specific symptomatology associated with 
this complex disorder may prove beneficial. In particular, the exploration of meaning 
attached to taking the observer perspective may provide further explanation of the 
possible maintaining role it plays.
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APPENDIX 1
POSTTRAUMATIC DIAGNOSTIC SCALE (PDS)
P a r t i
M a n y  p e o p le  h a v e  l iv e d  th ro u g h  o r  w i tn e s s e d  a  v e r y  s tr e s s fu l  o r  tr a u m a tic  e v e n t  a t  s o m e  p o i n t  in  th e ir  
liv e s . B e lo w  is a  l is t  o f  tra u m a tic  eve n ts . P u t  a  c h e c k m a rk  in  th e  b o x  n e x t  to  A L L  o f  th e  e v e n ts  th a t  h a v e  
h a p p e n e d  to  y o u  o r  th a t  y o u  h a v e  w i tn e s s e d
1. □ Serious accident, fire or explosion (for example, an industrial, firm, car, plane, or boating
accident)
2. □ Natural disaster (for example, tornado, hurricane, flood, or major earthquake)
3. □ Non-sexual assault by a family member or someone you know (for example, being mugged,
physically attacked, shot, stabbed, or held at gunpoint)
4. □  ^ Non-sexual assault by a stranger (for example, being mugged, physically attacked, shot,
stabbed, or held at gunpoint)
5. □ Sexual assault by a femily member or someone you know (for example, rape or attempted
rape)
6. □ Sexual assault by a stranger (for example, rape or attempted rape)
7. □ Military combat or a war zone
8. □ Sexual contact with someone when you were younger than 18 with someone who was 5 or
more years older than you (for example, contact with genitals, breasts)
9. □ Imprisonment (for example, prison inmate, prisoner o f war, hostage)
10. □ Torture
11. □ Life-threatening illness
12. □ Other traumatic event
13. □ If you marked Item 12, specify the traumatic event below.
IF YOU MARKED A N Y  OF THE ITEMS ABOVE, CONTINUE.
IF NOT, STOP HERE.
P a r t  2
14. I f  y  o u  m a r k e d  m o r e  th a n  o n e  tra u m a tic  e v e n t  in  P a r t  1, p u t  a  c h e c k m a r k  in  th e  b o x  b e lo w  n e x t  to  
th e  e v e n t  th a t  b o th e r s  y o u  th e  m o s t. I f  y o u  m a r k e d  o n ly  o n e  tra u m a tic  e v e n t  in  P a r t  1, m a r k  th e  
s a m e  o n e  be low .
□ Accident □ Combat
□ Disaster □ Sexual contact under 18 with someone 5 or
□ Non-sexual assault/someone you know more years older
□ Non-sexual assault/stranger □ Imprisonment
□ Sexual assault/someone you know □ Torture
□ Sexual assault/stranger □ Life-threatening illness
□ Other
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In the box below, briefly describe the traumatic event you marked above.
16. Y N
17. Y N
18. Y N
19. Y N
20. Y N
21. Y N
Below are several questions about the traumatic event you just described above.
15. How long ago did the traumatic event happen? (Circle ONE)
1. Less than 1 month
2. 1 to 3 months
3. 3 to 6 months
4. 6 months to 3 years
5. 3 to 5 years
6. More tiian 5 years
For the following questions, circle Y for Yes or Nfor No.
During this traumatic event:
Were you physically injured?
Was someone else physically injured?
Did you think that your life was in danger?
Did you think that someone else’s life was in danger?
Did you feel helpless?
Did you feel terrified?
Part 3
B e lo w  is  a  l is t  o f  p r o b le m s  th a t  p e o p le  so m e tim e s  h a v e  a f te r  e x p e r ie n c in g  a  tr a u m a tic  e ve n t. R e a d  e a c h  
o n e  c a r e fu l ly  a n d  c ir c le  th e  n u m b e r  (0 -3 ) th a t  b e s t  d e s c r ib e s  h o w  o f te n  th a t  p r o b le m  h a s  b o th e r e d  y o u  
I N  T H E  P A S T  M O N T H . R a te  e a c h  p r o b le m  w ith  r e s p e c t  to  th e  tr a u m a tic  e v e n t  y o u  r a te d  in  I te m  14.
0 Not at all or only one time
1 Once a week or less/once in a while
2 2 to 4 times a week/half the time
3 5 or more times a week/almost always
22. 0 1 2 3 Having upsetting thoughts or images about die traumatic event that came into
your head when you didn’t want them to
23. 0 1 2 3 Having bad dreams or nightmares about the traumatic event
24. 0 1 2 3 Reliving the traumatic event, acting or feeling as i f  it was happening again
25. 0 1 2 3 Feeling emotionally upset when you were reminded of the traumatic event (for
example, feeling scared, angry, sad, guilty, etc.)
26. 0 1 2 3 Experiencing physical reactions when you were reminded o f the traumatic event
(for example, breaking out in a sweat, heart beating fest)
27. 0 1 2 3 Trying not to think about, talk about, or have feelings about the traumatic event
28. 0 1 2 3 Trying to avoid activities, people, or places that remind you o f the traumatic
event
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29. 0 1 2 3 Not being able to remember an important part oftheti-aumatic event
30. 0 1 2 3 Having much less interest or participating much less often in important activities
31. 0 1 2  3 Feeling distant or cut off from people around you
32. 0 1 2 3 Feeling emotionally numb (for example, being unable to cry or unable to have
loving feelings)
33. 0 1 2 3 Feeling as if  your future plans or hopes will not come true (for example, you will
not have a career, marriage, children, or a long life)
34. 0 1 2 3 Having trouble falling or staying asleep
35. 0 1 2 3 Feeling irritable or having fits o f anger
36. 0 1 2 3 Having trouble concentrating (for example, drifting in and out o f conversations,
losing track o f a story on television, forgetting what you read)
37. 0 1 2 3 Being overly alert (for example, checking to see who is around you, being
uncomfortable with your back to a door, etc.)
38. 0 1 2 3 Being jumpy or easily startled (for example, when someone walks up behind
you)
39. How long have you experienced the problems that you reported above? (Circle ONE)
1 Less than 1 month
2 1 to 3 months
3 More than 3 months
40. How long after the traumatic event did these problems begin? (Circle ONE)
1 Less than 6 months
2 6 or more months
Part 4
In d ic a te  b e lo w  i f  th e  p r o b le m s  y o u  r a te d  in  P a r t  3  h a v e  in te r fe r e d  w i th  a n y  o f  th e  f o l lo w in g  a re a s  o f  
y o u r  l i fe  D U R IN G  T H E  P A S T  M O N T H . C irc le  Y  f o r  Y es o r  N f o r  N o .
41. Y  N Work
42. Y N Household chores and activities
43. Y  N Relationships with friends
44. Y N Fun and leisure activities
45. Y  N Schoolwork
46. Y  N Relationships with your femily
47. Y N Sex life
48. Y  N General satisfaction with life
49. . Y  N Overall functioning in aU areas o f your life
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APPENDIX!
TRAIT DISSOCIATION QUESTIONNAIRE (TDQ)
T h is  q u e s t io n n a ire  is  c o n c e r n e d  w ith  h o w  o fte n  p e o p le  h a v e  c e r ta in  e x p e r ie n c e s . P le a se  r e a d  e a c h  
q u e s t io n  c a re fu lly , b u t  d o  n o t  s p e n d  to o  m u c h  t im e  o n  e a c h  o ne . P le a s e  c ir c le  O N E  r e s p o n s e  in  a n sw e r  
to  e a c h  q u e s t io n  ( f o r  e xa m p le , i f  y o u  O F T E N f in d  y o u r s e l f  d o in g  th in g s  w ith o u t  k n o w in g  w hy , c ir c le  
th e  ‘3  ’ (o fte n ) o n  q u e s t io n  1). R e m e m b e r , th e r e  a re  n o  r ig h t  o r  w r o n g  a n sw ers . W e  a r e  in te r e s te d  in  
y o u r  p e r s o n a l  e x p e r ie n c e .
Never Rarely Sometimes Often Mostly Always
1. I find m yself doing things without knowing why. 0
2. I cannot get angry about the things that should 
annoy me. 0
3. I do many things which I regret afterwards.
4. I feel that I am more than one person.
5. I feel as if  other people live in a different world.
6. I feel that my mind is divided.
7. I can’t understand why I get so cross and 
grouchy.
8. I feel distant from my own emotions.
9. I don’t know how to stop m yself from doing 
something.
10. I have problems remembering important details 
o f stressful events.
11. I have conflicting desires.
12. I feel as though I am standing next to myself or 
watching m yself do something and I actually see 
myself as i f f  were looking at another person.
13. I feel unable to think straight.
14. I feel emotionally numb ( eg. feel sad but can’t 
cry, unable to have loving feelings).
15. I feel that I am floating beside my body and 
watching it from ‘outside.
16. I feel that my personality is split into distinct 
parts.
17. I find it difficult to feel real emotions, such as 
pain, happiness, sadness or anger.
18. I feel that other people, objects, and the world 
around me are not real.
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Never Rarely Sometimes often Mostly Always
19. I find it difficult to respond to others in a 0 
sympathetic way.
20. Things seem to g o b y  faster or slower than they 0 
really do.
21. I find myself dressed in clothes that I don’t 0 
remember putting on.
22. I find myself in a place and have no idea how I 0 
got there.
23. I find new things among my belongings that I do 0 
not remember buying.
24. My moods can really change. 0
25. I find writings, drawings, or notes among my 0 
belongings that I must have done but cannot 
remember doing.
26. I have no memory for some important events in 0 
my life ( for example, a wedding or graduation).
27. I live in a world of my own where no one can
reach me. 0
28. I look at my watch and am surprised at the time it 
shows. 0
29. My memory o f upsetting events is patchy. 0
30. I say things without meaning to. 0
31. I underestimate the amount o f time that has 0 
passed.
32. If something upsetting happens, I find it difficult 0 
to remember afterwards
33. I feel like I don’t belong 0
34. The world seems unreal or strange. 0
35. I am able to ignore pain. 0
36. I feel that there are two o f me. 0
37. I feel distant and cut off from others around. 0
38. I have difficulty concentrating 0
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APPENDIX 3 
STATE DISSOCIATION QUESTIONNAIRE (SDOI -  version 1
In the following you will find a number o f statements describing THE WAY THAT 
PEOPLE SOMETIMES FEEL during a trauma. Please rate the extent to which these 
statements apply to your experience DURING THE TEA UMA by circling the 
appropriate number.
DURING THE TRAUMA...
1. I felt dazed, unable to take in what 
was happening.
2. The world around me seemed 
strange or unreal.
3. My body felt as if it was not really 
mine.
Statement applied to me...
Not A little Moderately Strongly Very 
at all strongly
0 1
4. I felt emotionally numb. 0 1
5. I felt as if I was separate to my body 0 1
and was watching it from outside.
6. I felt as if time was going faster or 
slower than it really was.
7. I felt as if I was living in a dream or 
a film, rather than in real life.
8. Things around me seemed too big or 
too small, or distorted in shape.
9. I felt distant from my emotions
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STATE DISSOCIATION QUESTIONNAIRE (SDO) -  version 2
In the following you will find a number o f statements describing THE WAY THAT 
PEOPLE SOMETIMES FEEL when experiencing recurring images after a trauma. 
Please rate the extent to which these statements apply to your experience o f 
RECURRING IMAGES by circling the appropriate number.
Statement applied to me...
WHEN EXPERIENCING 
RECURRING IMAGES...
1. feel dazed, unable to take in what is 
happening.
2. The world around me seems strange 
or unreal.
Not 
at all
0
0
A little Moderately Strongly Very
strongly
3. My body feels as if it is not really 
mine.
4. I feel emotionally numb. 0 1
5. I feel as if I am separate to my body 0 1
and watching it from outside.
6. I feel as if time is going faster or 
slower than it really is.
7. I frel as if I am hving in a dream or a 
film, rather than in real life.
8. Things around me seem too big or 
too small, or distorted in shape.
9. I feel distant from my emotions
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APPENDIX 4 
Visual Analogue Scales
■ Powerlessness Analogue Scale (during the trauma and during intrusive images)
1 2 3 4 5 6 7 8 9 10
not at all powerless completely powerless
■ Distress Analogue Scale (during intrusive images)
0 10 20 30 40 50 60 70 80 90 100
not at all distressing the most distressing
Vividness o f Image Analogue Scale
0 10 20 30 40 50 60 70 80 90 100
not at all vivid the most vivid
Perspective Taking Analogue Scale (during intrusive images)
-3 -2 -1 0 1 2 3
Looking through own eyes Looking at self
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APPENDIX 5
Letters approving study from two ethics committees
STGeorj
OurRef:IAS/it/00.51.7 H C ü I t l l
St. George’s Healthcare NHS Trust
2  A u g u s t  2 0 0 0  George’s Hospital
Z August ZUUU Blackshaw Road. London SW17 0QT
Telephone: 020 8672 1255
Miss L. Thomas Fax: 020 8672 5304
Trainee Clinical Psychologist
Clinical Psychology Department
University of Surrey
Guildford
Surrey GUI 5XH
Dear Miss Thomas,
RE : The relationship between intrusive imagery and perspective taking,
poweiiessness and dissociation in adults with Post Traumatic Stress Disorder 
(PTSD) - 00.51.7
Thankyou for your letter of 16 July 2000 wich satisfactorily answers the concerns of the 
Committee and final ethical approval is therefore given for the above-named project to 
proceed.
Yours sincerely,d U
WHNM5
./  /  ^
^  Canon Ian Ainsworth-Smith 
V Chairman 
Local Research Ethics Committee
Please Note: All research should be conducted in accordance with the guidelines of 
' the Ethical Committee; the reference number allocated to the project
should be used in all correspondence with the Committee and the 
Committee should be informed:
(a) when the project is complete.
(b) what stage the project is at one year from today's date.
(c) if any alterations are made to the treatment or protocol which 
might have affected ethical approval being granted.
(d) all investigators whose projects have been approved by this 
Committee are required to report at once any adverse 
experience affecting subjects in the study and at the same time 
state the current total number of Serious Adverse Events that 
have occurred.
Incorporating:
S t George’s Hospital 
Atkinson Moriey's Hospital 
Bolingbroke Hospital
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CHICHESTER RESEARCH ETHICS COMMITTEE 
Chairman: Dr JR Qniney, ConsoHant Chemical Pathologist 
Administrator: Mrs L Marchant
Tel: 01243 831647 Fax: 01243831413 E-mail: Hndsay.marcbant@rws-tr.nhs.nk
18 December 2000 
00/07/4a
Ms Lucy Thomas 
80 Nightingale Road 
Farncombe
Nr Godalming GU7 2HU
Royal West Sussex NHS Trust 
St Richard's Hospital 
, Chichester
West Sussex P019 4SE 
Telephone 01243 788122 
Facsimile 01243 531269 
h i t  p : f  I  W W W  . r x o s t . o r ^ . n k
Dear Ms Thomas
Re: OOA)7/4a The relationship between intrusive imagery and perspective taking feelings of
powerlessness and dissocatlon in adults wdth post traumatic stress disorder 
Local ^plication Form dated 23/06/00 signed by Dr Emma Dunmore, Clinical Psyr^ologist; Questionnaires - 
Background Information, Trait Dissociation, State Dissociation, Post Traumatic Stress Diagnostic Scale; 
Patient Information Sheet; Consent Form. Protocol.
Thank you for assurance that participants will be seen by their psychologist immediately after 
the research interview. In addition you confirmed that those recruited would have seen their 
psychologist for two or three sessions prior to participating. This meets the committee's 
concerns and the study was given Chichester Research Ethics Committee approval on 11 
September 2000. This ethical approval is also applicable to Chichester Psychology Department, 
which is covered by Sussex Weald & Downs Trust.
All information sheets and consent forms in this study need to cany the Ethics Committee reference 
number and version number/date.
Permission is granted on the understanding that:
i)
ii)
Ai^ ethical problem arising in die couise of Ae project will be repoited to the Conunittee;
Any change in the proiocd O’subsequent protoodatnendmaits will be forwarded to die Committee. The 
principal investigator should see and approve any sudi changes and this needs to be indicated in the forwanting 
. letter to the Committee.
ill) All serious adverse events must be repotted within 1 week to the Ethics Committee, at the same time
indicating that the principal investigator has seen the rqxHt and whether m ikX thQT feel it poses any new 
ethical or safety issues.
iv) A brief iqxnt will be submitted one year after commencement, thereafter annually, and after compl^on of
the study. Continuing tq^noval is dqiendentiqwn this report.
V) ARNOval is given for research to start within 12 months ofthe date of application. Ifthe start is delayed
b^ond this time, apidicants are required to consult the Chairman of the Committee. If Die study does not 
start within 3 months a f  date of this letter, please notify the Committee of the date of commencement 
for record purposes.
A list o f members in attendance at the 24 July 2000 meeting is enclosed.
Yours sincafhh
R Quiney Bsip^CPath
Chairman - Chichester Research Ethics Committee
INVESTOR IN PEOPLE Awmfad forrxocflmci:
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APPENDIX 6
PATIENT INFORMATION SHEET
Date:
Title o f study:
‘An investigation into the nature of intrusive imagery following traumatic events ’
You are being invited to take part in the above research study. Before you decide it is 
important for you to understand why the research is being done and what it will involve. The 
following information aims to provide with you with a clear outline of the project being 
undertaken. Please take time to read this and feel free to ask any questions if you would like 
to know more.
What is the purpose o f the study?
In order to provide an effective service for individuals who have experienced traumatic events 
it is important to understand their difficulties as much as possible. Individuals who have been 
through a trauma can describe experiences where they feel as though they are outside of 
themselves looking in. They also report that they often suffer with flashbacks o f the incident 
or recurring images of the trauma. However little is know about the nature o f these symptoms, 
how they may link together, what effect they may have in prolonging the distress and how 
they make the individual feel.
The main purpose o f this study is to look at individuals’ experience o f recurring images or 
memories following traumatic experience. In particular we aim to look at the nature o f these 
images and the feelings associated with the images. It is hoped that the results gained from 
this study will promote a better understanding of these difficulties and provide further 
information that can be used to help individuals through their experiences during treatment.
Why have I been chosen?
You have been chosen for possible participation in this study because you are currently seeing 
a therapist after experiencing a traumatic event. A number of other individuals with similar 
difficulties will also be approached with the aim o f recruiting 40 participants.
Do I have to take part?
Taking part in this project is entirelv up to vou. If you decide to take part you will be given 
this information sheet to keep and will be asked to sign a consent form. You are free to 
withdraw from the study at any time without giving a reason. Your decision whether or not to 
take part will not affect your treatment in any way.
What will happen to me if I take part?
Participation in this study will involve meeting with the researcher, (Lucy Thomas) once for a 
period o f about forty-five minutes. You will be asked to fill in a number of questionnaires. 
These will ask questions around the symptoms you are currently experiencing. You will also 
be asked some questions about any images or memories about the trauma you currently have.
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Background information will be collected. This may include details such as your marital 
status and whether you have had any other traumatic events in your life.
What are the possible disadvantages and risks o f taking part?
Because of the nature of this topic some of the material discussed may be distressing for you 
to talk about. However you will not be pressured into saying anything you do not want to and 
will be given as much time as you need to work your way through the material. There will be 
no other risks or hazards involved in participating in this study
What if I find the interview distressing?
If at any point you feel distressed and would like to stop, then the interview will be terminated 
immediately. Furthermore if  you feel distressed after our meeting then provision will be made 
to ensure that you have someone to talk to.
What are the possible benefits of taking part?
Hopefully the information obtained during this study will provide us with a better 
understanding of some of the distressing symptoms individuals with post traumatic stress 
experience and hence provide us with valuable information which can be used to shape future 
treatments that are offered. Also participants in similar studies have found that talking about 
their experience can be helpful.
Will my taking part in this study be kept confidential?
If you consent to take part in the research your name will not be disclosed outside of the 
department where you have been referred. All information which is collected about you 
during the course of the research will be kept strictly confidential. Furthermore, you will not 
be identified in any report or publication made.
What will happen to the results of the research?
The study will be written up as part of a doctorate course in Clinical Psychology. It may be 
published in a psychology journal but not until after September 2001. If you would like a 
copy o f the published results then this could be arranged.
Contact for further information
If you require any further information about this study or would like to clarify any part of the 
above information sheet then you can contact Miss Lucy Thomas or Dr Emma Dunmore at 
Surrey University on 01483 259441
Thank vou verv much for vour co-operation
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CONSENT FORM 
Title of Project:
‘An investigation into the nature of intrusive imagery following traumatic events’ 
Name of Researcher: Lucy Thomas
Please tick box
1. I confirm that I have read and understand the information sheet dated
 For the above study and have had the opportunity to ask questions.
2. I understand that my participation is voluntary and that I am free to | |
withdraw at any time, without giving any reason.
3. I understand that participation or non-participation in this study will not | |
prejudice my treatment.
4. I agree to take part in the above study. O
Name of Patient Date Signature
Researcher Date Signature
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APPENDIX? 
BACKGROUND INFORMATION 
Title of research
A^n investisation into the nature of intrusive imasery foUowins traumatic events^
The aim of this form is to get some basic information about you and your family. This 
enables me to see whether I have managed to get the views of a cross-section of 
people when doing my research. For each question please write your answer on the 
dotted line or tick the box. The information that you give will not be used to identify 
you in any way and your answers will remain entirely confidential. However, if you 
feel that you do not want to answer any of the questions then please leave them blank.
1. How old are you? _ years
2. MTiich (if any) of the following terms best describes your ethnic background? 
{please tick the appropriate answer)
Black-African □
Black-Caribbean □
Black-Other □
Chinese □
Indian/Pakistan/Bangladeshi □
White □
Other (please specify)_______________
3. What is your highest educational qualification?
{please tick the appropriate answer)
None O
GCSE(s)/0-levels/CSE(s) □
GNVQ/NVQ □
A-levels (s) □
Diploma (HND, SRN, etc) □
Degree □
Postgraduate degree/diploma □
4. What is your current occupation? (or, if you are not working, what was your
last occupation?).
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Employment status:
Are you currently?
(Please tick the appropriate answer)
Employed full time □
Employed part time □
Unemployed □
On Disability ^
Full time/part time student O 
House wife/husband □
Retired □
5. What is your current legal marital status?
{please tick the appropriate answer)
Single □
Married □
Divorced/separated □
Cohabiting □
Widowed Q
5. What are your current living arrangements?
{please tick the appropriate answer)
Live alone □
Husband/partner □
Parents □
Friends □
Family □
Other -  please specify___________ _____
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APPENDIX 8
Tests of Normal Distribution
Table 8: Skewness and Kurtosis values for main variables
Variables Skewness s.e Kurtosis s.e
Trait Dissociation 1.651 0.524 ' 2.578 1.014
State dissociation during trauma -0.385 0.524 -0.907 1.014
Powerlessness during trauma -3.122 0.524 10.726 1.014
State dissociation during imagery -0.680 0.524 -0.818 1.014
Powerlessness during imagery -0.906 0.524 -0.943 1.014
Perspective taken in imagery -0.605 0.524 -1.562 1.014
Severity of PTSD symptoms -0.389 0.524 -1.364 1.014
s.e = standard error
Table 9: Kolmogorov-Smimov Z Test values for main variables under 
investigation.
Variables 
1 (n = 20) Mean s.d Z value p value
Trait Dissociation 33.7895 17.2710 0.810 0.527
State dissociation during trauma 24.1579 8.1736 0.523 0.947
Powerlessness during trauma 9.4737 1.2188 1.761 0.004
State dissociation during imagery 20.3684 9.4587 0.919 0.367
Powerlessness during imagery 7.8947 2.7263 1.260 0.084
Perspective of most distressing image 0.7895 2.4850 1.388 0.052
Severity of PTSD symptoms 31.000 11.2448 0.796 0.550
Z = Kolmogorov-Smimov value 
p = significance value
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APPENDIX 9
Figure 1: Test for outliers
Figure 1 : Boxplots of main variables
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Key:
TDQ = trait dissociation
SDQ 1 = State dissociation during the trauma
Powerlessness (T) = powerlessness during the trauma
SDQ 2 = State dissociation during the most distressing image
Powerlessness (I) = powerlessness during the most distressing image
Perspective (I) = perspective taking during most distressing image
Severity of PTSD = severity of PTSD symptoms
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APPENDIX 10
Table 10: A comparison of males and females on background characteristics
Participant Characteristics Males
(n=7)
Females 
(n = 13)
Ethnic erouD
100%White British 77%
Black African 0% , 23%
Educational qualification
42.8%None 0%
GCSE(s)/0-levels/CSE(s) 28.6% 46.2%
GNVQ/NVQ 0% 15.4%
Diploma 0% 7.7%
A-Level(s) 14.3% 30.8%
Degree 14.3% 0%
Current occunation
28.6%Unskilled manual 0%
Skilled manual 28.6% 15.4%
Skilled non-manual 28.6% 46.2%
Intermediate 14.3% 30.8%
Professional 0% 7.7%
Emnlovment Status
28.6%Full time 61.5%
Part time 14.3% 15.4%
On disability 42.8% 23.1%
Retired 14.3% 0%
Marital Status
30.8%Single 0%
Married (living with partner) 100% 61.5%
Divorced/separated 0% 7.7%
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APPENDIX 11
Table 11: A comparison of males and females on scores of PTSD symptom
severity, dissociation, powerlessness and perspective taken during 
the imagery.
Variables z value 
(n = 20)
p value 
(n = 20)
Trait Dissociation Scale -0.966 0.368
State Dissociation during trauma -0.395 0.701
Powerlessness during trauma -0.738 0.597
State dissociation during imagery -0.707 0.521
Powerlessness during imagery -1.209 0.282
Perspective taken in imagery -1.549 0.152
Severity of PTSD symptoms -0.176 0.898
Table 12: Correlations obtained between participant age and main variables.
Variables (n = 20) rs value 
n =20
p value 
n = 20
Trait Dissociation Scale 0.363 0.126
State Dissociation during trauma -0.072 0.770
Powerlessness during trauma -0.164 0.502
State dissociation during imagery -0.245 0.312
Powerlessness during imagery 0.063 0.798
Perspective taken in imagery 0.079 0.749
Severity of PTSD symptoms 0.094 0.703
Is = Spearmans correlation coefficient 
p = significance value
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APPENDIX 12
Table 13: Regression analysis (model 1)
Variables B Std. 
Error B
Beta t P
State dissociation during 
trauma
-0.125 0.432 -0.091 -0.289 0.777
Powerlessness during the 
trauma
4.773 2.749 0.356 1.737 0.106
State dissociation in most 
distressing image
0.515 0.370 0.433 1.392 0.187
Powerlessness in most 
distressing image
0.966 1.099 0.234 0.880 0.395
Perspective of most 
distressing image
0.699 1.150 0.154 0.608 0.554
Table 14: Regression analysis (model 2)
Variables B Std.
1 Error B
Beta t 1 ^
State dissociation during 
trauma
-0.165 0.406 -0.120 -0.408 0.691
Powerlessness during the 
trauma
3.039 2.777 0.226 1.095 0.295
State dissociation in most 
distressing image
0.596 0.350 0.501 1.702 0.115
Powerlessness in most 
distressing image
1.779E-
02
1.175 0.004 0.015 0.988
Perspective of most 
distressing image
5.776E-
02
1.169 -0.013 -0.049 0.961
Distress of most distressing 
image |
0.193 0.116
1
0.442 1.673 0.120
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